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ABSTRACT

The purpose of this inquiry is to develop an initial understanding and description
of the meaning of the experience of an elder after the death of an adult child. A
significant research gap exists in studying elder bereavement and the death of an adult
child. The research sample was obtained from elderly participants who were known by
the researcher to have had the experience of the death of an adult child. A snowball
sampling technique was used for further recruitment. Nine participants were interviewed.
Responses to the qualitative questions in this study were analyzed using the
existential phenomenological method as described by Thomas and Pollio (2002). Data
was reviewed by the researcher and a group of diverse interpretive researchers from the
University of Tennessee in Knoxville. This group assisted the researcher to describe the
thematic structure of the elder's experiences.
During the interviews, the elders acknowledged that their lives were permanently
changed from the death experience. This phenomenological study revealed that the death
of an adult child has deep personal meaning. Four themes emerged from the data. The
predominant theme was "lifelong hurt." The remaining themes were: "just not real,"
"missing/holding on" and "struggling/seeking solace." The eider's experience revolved
, around these continuous themes. In contrast to classic grief theories, participants' grief
has not been-resolved. The eider's life has changed and things are not the same way as
they were before the death. The experience of loosing a child led them into introspection
and existential questioning.
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The elder parent's experience is distinct in quality and meaning. During this
research, elders seemed to benefit from discussing their experience in a personal yet
professional forum. Such discussion could be a purposeful nursing intervention. From
this study, nurses should recognize the need to share with elders the opportunity for
personal growth. Also, the grief experience can facilitate positive changes in attitudes and
values. During the interviews, the elders expressed new realities and new self-realizations.
Important to an elder' s developmental stage, the grief experience offers a deeper
understanding of life and death, that before was not possible. Nurses need to know that
the elder's grief experience after the death of an adult child does not have a distinct
ending.
This investigation accomplished the goal of describing the experience and
meaning of the death of an adult child to an elder. The adult child's death has
permanently changed the elder' s present and future life. The unique contribution of this
research has been the rich description of a life altering experience.
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Chapter I
Introduction

As the number of older adults continues to grow, nurses need to be prepared to
meet the healthcare needs of an older population. This population will inevitably confront
the death of many people that are close to them, possibly even their adult children. A
significant research gap exists in studying elder bereavement after the death of an adult
child. Nurses are in a unique position to respond to the needs of elders who have
experienced the death of an adult child.
A major goal of Healthy People 2010 is to increase quality and years of healthy
life of individuals of all ages (U.S. Department of Health & Human Services, 2002).
Nurses have an important role in assisting the elderly to cope with bereavement and as a
result, facilitate behaviors that will enhance the bereaved elders' quality of life. This
study may assist nurses and other health care providers to move toward that goal by
providing a careful description of the experience of an elder' s bereavement after the
death of an adult child.
Currently, most working nurses, regardless of practice setting, are involved in the
care of the elderly (Ebersole & Hess, 1998). To provide high quality nursing care for
older Americans requires special knowledge, skills, and attitudes. Both nursing
researchers and educators need to respond promptly in developing geriatric knowledge
and practice expertise (Ebersole & Hess, 1998). More can be learned about older adults,
especially about their unique experiences of parental bereavement.
Nurses and several other professionals have written many books and articles
concerning parental and elder bereavement. Researchers have proposed bereavement
I

models, interventions, and strategies to increase the quality of life for bereaved persons.
However, the majority of the studies to date have focused on parental bereavement before
old age.
As early as 1904, the American Journal ofNursing printed an article that
indicated older persons should not be treated the same as adults and also presented many
principles which continue to guide gerontological nursing practice today (Bishop, 1904).
Interestingly, that same journal included an article entitled "The Old Nurse," which
emphasized the importance of the older nurse's experience (DeWitt, 1904). Historically,
nursing has always accepted a significant responsibility for the elderly population. Over
the years, nurses appear to have assumed more responsibility than other professional
disciplines for this older population (Eliopoulos, 2001). Many gerontology nursing
scholars believe there is a need to develop a stronger knowledge base on which nursing
services for the elderly can be built (Eliopoulos, 2001; Matteson, McConnell, & Linton,
1997).
Research comparing parents with other bereaved individuals in different role
relationships such as a sibling or a spouse, has found that parental grief is particularly
painful and produces grief of the highest intensity (e.g., Back, 1991; Johnson, Rincon,
Gober, & Rexin, 1993; Saunders, 1980). Parents mourn not only the death of a child, but
also the loss of parts of themselves (Hazzard, Wseston, & Gutterres, 1992). After a child
dies the parent's hopes and dreams also die (Rando, 1986; Stewart, 1995). Since parents
do not expect their children to die before them, a child's death seems particularly
unnatural. Bereaved parents have more intense symptomatology than adults grieving
other types of family loss such as the death of a parent or a spouse (Osterweis, Solomon,
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& Green, 1984; Rando, 1986). Furthermore, the death may challenge the parent's sense
of order and produce strong survival guilt ( e.g., Rando, 1986; Saunders, 1980).
Littlefield and Rushton (1986), Stewart (1995), and Jacob and Scandrett-Hibdon
(1994) found maternal bereavement to be extremely intense. Hazzard, Weston, and
Gutterres ( 1992) and Neidig and Dalgas-Pelish (1991) provided research findings that
supported the assumption that parental bereavement is especially difficult and is
uncharacteristic of usual bereavement. These studies strongly suggest that parental
bereavement before old age is very intense and problematic. Laakso and Paunonen
Ilmonen (2002) concluded that a child's death has both positive and negative effects. The
positive effects included experiencing more personal growth. The negative effects
included blame, anger, and despair.
Studies investigating typical bereavement responses have produced important
findings such as an infinite number of grief symptoms (Johnson, 1987). Several studies
have demonstrated that bereaved parents are at high risk for pathological grieving
(Davies, 2001; Yoder, 1994). Some of the other significant bereavement responses that
researchers have reported include diminished physical function and adaptive reserves,
social isolation, and increased dependence on support relationships (Osterweis, Solomon,
& Green, 1984). Bernstein (1997) listed depression, sleep and eating problems,
headaches, and an increase in cigarette smoking and alcohol consumption as common
during grieving. One major source of concern for researchers is that bereavement and
grief when experienced by elders may result in even more physiological and
psychological responses than other age groups (Anderson & Dimond, 1995).
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Several studies have proposed that elders' ability to cope and adapt to
bereavement is a problem. Rosenbloom and Whittington (1993) found a significant
decline in nutrition for elderly bereaved spouses. Caserta and Lund (1992) and Wortman
and Silver (1989) found that spousal bereavement is a significant source of stress for
older adults.
When one considers the adjustments and losses the elderly face, it is
understandable that many elderly persons become depressed in old age. Depression is the
most common problem that psychiatrists treat in the elderly, and it increases in frequency
with age (Ebersole & Hess, 1998). Various estimates have placed the range of incidence
of depression in the elderly from 10% to 65%. Schmall, Lawson, and Stiehl (1990)
examined the manifestations of grief, after a loss in the elderly, and found that various
intersecting factors such as heredity, drugs, illnesses, and stressors often result in
depression. Dimond and Caserta's (1994) research findings indicated depression is a
common outcome of spousal bereavement.
Many studies have demonstrated that the death of a child is extremely difficult
and produces more grief than other types of bereavement. Adding to this increased level
of grief, studies have suggested that elders have a decreased ability to cope with
bereavement. Significant to elders is that bereavement can result in severe physiological
and psychological responses, social isolation, and increased dependence on others.
Elderly parents with physical problems may further complicate their conditions by
experiencing intense grief following the child's death. This area concerning bereavement
and grief has been virtually ignored in research studies. With elders' increasing life
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expectancy, it is important to acknowledge that there will be greater numbers of older
adults who will experience the death of an adult child.
In summary, the experience of elder bereavement after the death of an adult child
should be studied. As acknowledged in 1904, nurses are aware that older persons should
be cared for differently than younger adults. Nurses have traditionally been major
participants in the care of the elderly. They are in a unique position to study elderly
persons in order to develop strategies to improve their quality of care and quality of life.
Stance of the Researcher
Many nurses and grief experts expect bereaved persons to return to normal after 6
months to a year. My experience with bereaved parents has not supported this
assumption. I believe that these parents seldom recover from their grief after the death of
a child and are consequently unable to return unchanged to their old selves. As a child's
life ended, the effect of that death left another life indelibly changed.
From my experiences with elderly clients, I believe most elderly parents have a
unique and special perspective concerning the death of an adult child. Frequently, they
talk about "survivor guilt" and genuinely wish they had died instead of the child. The
unnatural order of the death of a child is extremely difficult for an elder and frequently
causes uncertainties concerning the family legacies. Several hardships after the death of
an adult child uniquely impact elders; for example, the threat of institutionalization,
decreased social contacts, and resuming responsibilities the adult child had formerly
assumed. In addition, the elder is likely to be disappointed that expectations for the adult
child were not fulfilled. There may be a fear that the remaining family will move away
5

and they may lose contact with the grandchildren. Watching someone else take over the
deceased child's role in the family could be particularly difficult.
After almost three decades of nursing care with elderly clients, I have heard many
older Americans discuss the experience of the death of an adult child. Most of these
stories, I will never forget. The intense emotion expressed is enormous. Most say they
will never "get over it." Their eyes look for validation, confirmation, understanding and
trust. The elder appears to be reaching out to anyone that may have some understanding,
or insight into the experience and who is willing to sincerely listen. They share a journey
filled with tears, warmth, and wisdom. The experience seemed to have left most of them
profoundly different from the person they once were. Unable to leave the stories behind
me, I always took these stories home, pondered over them and wished for something to
help ease the intense emotion or offer some sustenance of understanding. I believe that
filling this gap in nursing knowledge will serve many useful purposes for the elderly in
our society.
As this study was taking shape, I have heard many people recount stories of elders
and the death of an adult child. They have related the special circumstances and events
that were unique to their story of elder bereavement. They have stressed the value of
understanding this experience. These experiences significantly raised my expectations for
the study and awareness of the frequent incidence of the phenomenon. Consequently, I
believe the results from this study will have a positive impact on bereavement care of the
elderly.
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Problem
While many investigators have studied elder bereavement and parental
bereavement, no research was found that investigated elder bereavement after the death
of an adult child (Corr, Nabe, & Corr, 1994; Rando, 1986; Solari-Twadell, 1995).
Purpose
The purpose of this phenomenological inquiry is to understand and describe the
experience of an elder after the death of an adult child. Ultimately, the study may enable
nurses to provide more skilled and sensitive interventions to bereaved elders.
Theoretical Perspective
When a child dies, a parent's world is turned upside down (Bernstein, 1997).
Accordingly, the experience of the death of an adult child is an incomparable event in the
life of an elder. While a phenomenological study is not conducted within a theoretical
framework, Margaret Newman's Theory of Health as Expanding Consciousness offers a
theoretical perspective regarding individual experiences that may be useful to the
researcher, as well as the clinician.
In Margaret Newman's Theory of Health as Expanding Consciousness (1986),
person is seen as a conscious being with a specific pattern. The nurse is the facilitator
who helps an individual, family, or community to focus on its specific pattern. The
central view of the Theory of_ Health as Expanding Consciousness is that health is the
expansion of consciousness, a fusion of disease and nondisease into a total pattern. The
meaning of a person's existence and health, according to Newman (1986) is found in the
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developing process of the expanding consciousness, which is the ability of the person to
interact with his or her environment.
Newman explained (1986) that there is no basis for rejecting any experience as
irrelevant. Fundamental components in Newman's theory are pattern recognition and
sensing into self (Newman, 1990). Pattern recognition involves a nurse's observation of a
person's current interaction and the flow of interaction (Newman, 1989). The task is not
to change another person's pattern, but to recognize it as information that represents the
whole and relate to it as it is revealed (Newman, 1994). Sensing into self involves paying
attention to one's inner experience and trusting it as a valid understanding about the
information. Thus the process of nurse and client interaction involves meeting, forming
shared consciousness, and moving apart. What the nurse and client need to do in relation
to a client's pattern becomes apparent as the pattern becomes apparent and the client
discovers truth or understanding (Newman, 1989).
Research Question
What is the meaning of the death of an adult child to an elder?
Limitations and Delimitations
This study describes the experience of elders in Alabama after the death of an
adult child. The sample in this study was a purposive sample of community dwelling
elders. The participants were over 60 years of age. They experienced the death of an adult
child after they were 60 years of age. The elders did not have any known cognitive
impairment. Because of this purposive sample, the results are only reflective of the group
of elders investigated and cannot be generalized to the general population, although some
8

researchers (Morse, Penrod, & Hupcey, 2000) have described ways qualitative research
findings can be implemented into clinical practice. The finding of this study could be
subject to other interpretations by different researchers, even though some meaningful
similarities from other studies emerged. The topic was potentially upsetting and sensitive,
but the participants did not have any major emotional problems and were able to progress
through the interviews.
Since the participants were elderly, correctly remembering could have been a
problem. However, remembering did not seem to be a problem during the interviews.
Participants may have varying degrees of frailty, disability, and (particularly important in
interviews) decreased auditory acuity. None of these limitations were apparent during the
interviews. Timing of the interviews was at the elders' convenience due to naps,
appointments, and the elders' regular routine. The amount of time of the interviews did
not have to be restricted due the elders' physical or mental ability.
Significance of the Study
Statistics from the Department of Health and Human Resources (2002) indicate
the older population (65+) will continue to significantly grow and this foreseeable reality
will greatly impact nursing and healthcare for the elderly. Since 1900, the number of
older Americans has tripled. Between the years 2010 and 2030 the "baby boom"
generation will reach the age of 65 years and the older population will greatly increase.
By 2030, there will be about 70 million older persons, more than twice their number in
2000 (35 million). Adding to these staggering statistics, the older population is living
longer. In 2000, the number of people 75-84 years was 16 times larger and the number of
9

people 85+ years was 34 times larger than in 1900 (Department of Health and Human
Resources, 2002).
As the number of elders are increasing and living longer, they are i:nore likely to
confront the deaths of their adult children. This study provides insightful understanding
and an opportunity for improvement of elders' bereavement process and quality of life.
Once the meaning of the phenomenon is thoroughly understood, strategies for assisting
during the grieving process can be further developed and implemented.
In addition to improvement of elders' bereavement process and improving the
bereaved elders' quality of life, a foundational understanding of this universal
phenomenon has significance for many people and organizations. The personal,
economical, and social impact of improving an elders' quality of life is far reaching.
Family members, healthcare providers, social workers, psychologist, institutions,
insurance providers, and the nursing profession will benefit, along with the elder, from a
better understanding and recognition of the bereaved elders' experience with the death of
an adult child.
This study of elder bereavement and grief is important in three main areas of
major significance: nursing practice, research, and elder care. First, it is clinically
significant to the practice of nursing and to implementing new nursing strategies.
Secondly, it establishes a new area of research and initiates further research questions.
Finally, it improves the understanding of elders' bereavement process with the death of
an adult child. In order to add to the body of knowledge concerning elder care, it is very
important to recognize the similarities and differences of the meaning of the death of an
adult child to an elder.
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This study is significant to the practice of nursing. Nurses may use the findings
from this study to better meet the needs of the elder experiencing the death of an adult
child. First, the clinical nurse directly involved in patient care can facilitate the elders'
bereavement process. As nurses learn to better understand these elders' experiences, their
interventions will better enhance the grieving process. They can use these findings
administratively, as nurses develop policies and procedures to assist with the
bereavement process. The information from this study can be used in nursing education
to better prepare nursing students and nurses for the task of therapeutically interacting
with the elder during the bereavement process.
In addition, the study establishes a new area of geriatric research, where very little
is currently known, and consequently provides many questions for further research.
Future qualitative studies concerning an elder and the death of an adult child due to
selective circumstances such as cancer, AIDS, or sudden death would be beneficial to
further understanding the phenomenon. Future research questions about this phenomenon
may require a quantitative research approach and structured instruments that would
establish relationships between specific variables. The study could be the impetus for
development of grief instruments specifically for the elder population
As bereavement understanding and knowledge is expanded and nurses are better
able to address the experience, the main beneficiaries will be the elders themselves. The
results will be an improved interaction between nurses and bereaved elders and
consequently assist in attaining a healthy adjustment to the elders' grieving experience.
Finally, an improved quality of life for bereaved elders is anticipated.
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Chapter II
Literature Review

The final years of the human lifespan are unquestionably complex and
challenging (Corley, 2000). Older persons are not only subjects of declining health, but
they have to deal with the deaths of those close to them with increasing frequency.
Because of multiple and sequential losses, the elderly may experience bereavement
overload (Horacek, 1991; Worden, 1991). Most research comparing typical bereavement
responses has found that the death of a child elicits more bereavement and intense
reactions than the death of any other family member or member of one's social network
(e.g., Middleton, Raphael, Burnett, & Martinek, 1998; Saunders, 1980). The experience
of the death of a child seems unlikely and challenges the expected order of the lifecycle.
However, there has not been any published research about the experience of an elder and
the death of his or her adult child.
The process of grief is not understood well in older adults (Dimond, 1981). Elder
bereavement and grief associated with the loss of a significant other is an inevitable part
of aging, but few people contemplate their children dying. Parents are supposed to die
before their children (Rando, 1986). One of the hardest distresses of the expected life
cycle is the experience of losing a child (Bernstein, 1997; Rando, 1986; Schiff, 1977).
Parents do not expect to lose their children, but it is not an uncommon experience for an
elder to experience the death of a child. A large study found that of all elderly persons
who had ever been parents, 10% had a child die when the parent was at least 60 years old
(Moss, Lesher, & Moss, 1986).
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In order to explore all the research that had been conducted concerning this topic,
online literature searches were conducted using several databases including CINAHL,
ProQuest, PubMed, Sociological Abstracts, Ageline, and Psycinfo. Many hundreds of
articles were found. There was no restriction according to date of publication. All
searches were restricted to the English language. Additional manual searches were
conducted at the libraries of the University of Tennessee in Knoxville and the University
of Alabama in Huntsville. Articles and books about parental and elder bereavement and
gerontology were found from many disciplines including psychology, medicine, nursing,
and sociology. All of these searches resulted in a plethora of resources, but there is an
absence of any work concerning the experience of an elder and the death of an adult
child.
After extensively reviewing the resources on gerontology, parental bereavement
and elder bereavement, they were divided into several categories that were used to guide
this literature review. In this review the main focus is nursing literature concerning
parental and elder bereavement. The first section of the chapter includes an examination
of the concepts of bereavement, grief and mourning. A brief history of the historical
perspective of bereavement and grief follows. Research studies concerning parental and
elder bereavement were grouped into four categories including parental bereavement
before old age, studies comparing typical bereavement responses, physiological and
psychological effects of parental bereavement, and the elders' ability to cope and adapt to
bereavement. Conclusions regarding the current research and recommendations
concerning future research will be discussed. Finally, a summary of this literature review
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is included to support the need for the research study concerning elder bereavement and
the death of an adult child.
Definitions of Major Concepts
The concepts of bereavement, grief, and mourning are commonly used
interchangeably and need to be clarified. We commonly hear a person is bereaved, i�
grieving, and we say the person is mourning (DeSpelder & Strickland, 1983). Attempting
to distinguish between these concepts, Reimers (2001) essentially defined bereavement as
the objective state of loss, grief as the emotions that come with loss, and mourning as the
behavior that conveys the loss. Being able to differentiate between these concepts is key
to understanding this topic and related studies.
Attig (1996) stated that the word most frequently associated with loss by death is
grief. A person chooses to grieve. Grief is the person's total emotional reaction to the
event of loss. Judith R. Bernstein wrote in her 1997 book about parental bereavement,
When the Bough Breaks, that grief is a person's subjective emotional response to death.
She described grief as physically painful, intense, overwhelming, confusing, and truly
frightening; frightening since grief is a dark, unknown, and powerful force. DeSpelder
and Strickland (1983) pointed out the range of emotions that could be included in the
grieving process may include sorrow, sadness, relief, anger and self-pity. Reimers (2001)
proposed grief was a social phenomenon and how it is expressed is socially conditioned.
However, grief is usually thought of in negative terms such as heartbreak and suffering.
Grief may result in abnormal psychological behavior, disturbed relationships, and
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physical illness (Casarett, Kutner, & Abrahm, 2001; Osterweis, Solomon, & Green, 1984;
Parkes & Brown, 1972).
Grief may also be considered to have positive aspects. Freud (1917) suggested
that grief is a reaction caused by the loss of a loved one and is not a pathological
condition. It may include an opportunity for maturing and discovering new dimensions in
life. Grief may involve love, humility, relief, and acceptance (Cowles, 1996; Imara,
1983). Attig (1996) explained that grieving refers to the full range of our coping
responses to loss through death, including culturally defined mourning practices, or what
we do within ourselves to redefine our relationship with the deceased. Grieving can also
be used to refer to one's coping responses to any significant loss experience, such as
divorce or loss of a job.
Wass and Neimeyer (1995) pointed out that no individual grieves in a vacuum.
Grieving is "as unique as a fingerprint." Factors that may influence a person's response to
grief or mourning include characteristics of the mourner, physiological factors,
characteristics of the death, social factors, and psychological factors.
Contrary to grieving, bereavement is not a personal choice (Attig, 1996).
Bereavement is the event of a loss (DeSpelder & Strickland, 1983). The word conveys a
sense of a person having something stripped away against one's will. According to Attig,
(1996) bereavement is a state or condition caused by loss through death. It is considered a
deprivation of companionship of someone we care about. Attig points out that when we
are bereaved the world presents a different environment in which we live. Bereavement is
thought to redefine, expand, and limit our life possibilities.
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Reimers (2001) views mourning as the process of incorporating the experience of
loss into our lives and the outward acknowledgment of loss. Mourning is usually
culturally dependent. DeSpelder and Strickland (1983) explain the relationship between
culture and mourning. They clarify certain cultural behaviors that are used for making
known the fact that a person is mourning. Examples of these behaviors are wearing a
black armband or clothes of subdued colors. Attig (1996) addressed mourning as a more
individual or personal behavior. He defined mourning as what we do within ourselves to
transform our relationship to the one that has died.
Mourning is searching for ways of living without the person we care about (Attig,
1996). Mourning is the way our societies and cultures tell us to act in response to loss
through death. Societies and cultures establish such mourning behaviors to provide
stabilizing expectations and practices for us during a time when we often experience
confusion and chaos. These practices enable others to recognize us as bereaved, tolerate
our emotions, and offer support for us during the prescribed period.
Grief and mourning are sometimes used in similar context (Stroebe, Hansson,
Stroebe, & Schut, 2001). They are both considered coping strategies in response to the
deprivation and disruption that enter the lives of the bereaved. Bernstein (1997) explained
mourning and grief are developmental tasks in life for which we are especially
unprepared and untrained. Unlike grief, mourning is almost always used only in response
to a loss through death. Attig (1996) stated as we grieve and mourn, we face our new life
circumstances, accept the loss of the one who has died, deal with our anguish, reestablish
and refocus our shattered lives, and progress into the next phase of our lives which are
permanently changed by our bereavement. Historical figures, philosophers, and theorists
16

have addressed the issues of loss and death and attempted to further increase our
understanding of the major concepts and stages of bereavement.
Historical Perspective
Early views of grief focused on loss as a potential cause of physical and mental
illness. In 1621, Robert Burton in The Anatomy ofMelancholia referred to grief as the
cause of melancholia o� what we commonly call clinical depression. During the same
_
time, grief was referr�� to as an acceptable cause of death (Heberdens, 1657). In 1835,
Benjamin Rush (183 5), one of the signatories of the Declaration of Independence,
stressed the dangers of grief and advised people to avoid reminders of their loss and take
ample doses of opium. He recognized grief as a potential cause of death and described
people with a ruptured heart as literally dying of a "broken heart".
Charles Darwin (1872) attempted to explain the roots of grief in his book, The
Expressions ofthe Emotions in Man and Animals. He observed that many animals cry out

loud when separated from those to whom they are close. He noted that sorrowing human
beings attempt to inhibit separation crying. Darwin hypothesized that the "grief muscles"
are less under control than other muscles.
According to Benoliel, (1999) the first official study on grief is credited to
Sigmund Freud. His 1917 book Mourning and Melancholia was published during World
War I, when most of the world was experiencing enormous grief. His views on grief are
reported to be influenced by both the war and his own personal experiences with grief
(Miles & Demi, 1994; Stroebe, et.al., 2001). Freud addressed grief from a
psychoanalytical perspective, which focuses on the individual's emotional response to
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loss and pays little attention to larger social forces or interactions with others ·(Harvey,
1998).
Steeve (2002) credits Freud with introducing the modem understanding of the
concept of grief. Freud (1917) wrote that grief should be worked through. He suggested
that a normal mourning period would last one to two years, but a pathological response
could be indefinite (Miles & Demi, 1994). Freud (1917) struggled with trying to
understand the intense pain of grief in many of his writings. The death of his father,
brother, daughter and favorite grandson led him to try to differentiate between pain,
anxiety and mourning as different responses to death (Miles & Demi, 1994).
Eric Lindemann, a prominent psychiatrist, worked with families of victims from
the tragic Coconut Grove fire during which 493 young people, who were celebrating a
football victory, died when the famous Boston nightclub was engulfed in flames on
November 28, 1942. It was at that time the worst single-building fire in the history of the
Unites States. Based on his observations of the survivors, Lindemann (1944) identified a
definite symptomatology associated with the grief experience and was the first to suggest
that acute grief was a syndrome (Bateman, 1999; Johnson, 1987; Stroebe et.al., (2001).
Lindemann's 1944 paper, "Psychopathology and Management ofAcute Grief" is
seminal and is one of the most widely quoted papers on grief (Johnson, 1987).
Lindemann's work has served as a stimulus for the development of many grief theories
by numerous researchers in several different disciplines (Benoliel, 1999). Stroebe et al.
(2001) described Lindemann's work as not based on research, but as an early attempt to
identify grief symptoms. Lindemann agreed entirely with Freud's idea that grief work
was needed to loosen the grievers' emotional ties to the lost person. His views were also
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influenced from his psychoanalytic background, the attack on Pearl Harbor, and World
War II. He was predominantly interested in the potential impact of grief on mental and
physical health.
Lindemann (1944) discovered a pattern in bereaved people and described
characteristics of acute grief. He proposed that the duration of grief was dependent on the
success of the grief work. He was one of the first to suggest the idea that therapeutic
intervention could facilitate grief work if grief was delayed. Lindemann underestimated
the grieving process (Harvey, 1998) and reported that uncomplicated grief could be
treated in 8 to 10 interviews that lasted for a period of 4-6 weeks. He suggested that grief
could be distorted or delayed. Distorted grief reactions included an over activity without a
sense of loss or developing a medical illness such as ulcerative colitis. Delayed reactions
may be expressed years later after another loss. Lindemann made grieving a psychiatric
interest (Harvey, 1998). He ignored the social context of bereavement and the personal
factors that may influence the bereavement response (Miles & Demi, 1994).
· Building on Lindemann's work Caplan (1961, 1964) reported that bereavement
could start a crisis if the process is not generally resolved in four to six weeks. If the grief
was not resolved within this period, he suggested that the individual would need
psychiatric care. He proposed that an individual's balance of stressors and resources
might determine the outcome of a crisis. A crisis may lead to a desire for help, an
increased susceptibility to the influence of others, and to either improved or worse health.
Both Lindemann's and Caplan's work suggested that the grief process was short
lived, and this unsubstantiated assumption significantly influenced bereavement research
and clinical treatment of the bereaved. In 197 4, Caplan revised his concept of grief to
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include a series of crises called "life transitions," which are resolved over a much longer
period of time (Miles & Demi, 1994 ).
Bowlby, (1961, 1969) known for his theory of attachment and bonding, noted
similarities between infants separated from their mothers and adults facing bereavement.
Since attachment was observed in many species, grief was believed to be an extension of
a general response to separation. Consequently, grief was seen as a form of separation
anxiety in adulthood that resulted from a disruption of an attachment bond. Bowlby
(1982) concluded that mourning in mentally healthy adults lasted longer than had been
previously suggested. According to Harvey (1998), Bowlby provided the first sound
theoretical basis for understanding the process of grief. Bowlby identified several
responses that were once thought to be pathological, but were found to be common in
healthy mourning. These responses included anger, disbelief, and searching for the lost
person (Harvey, 1998; Miles & Demi, 1994; Stoebe et al., 1993).
Influenced by his association with Caplan and Bowlby (Miles & Demi, 1994)
Parkes (1965), first viewed grief as an acute stress response, but later (1972) described
grief as a period of challenge and readjustment. He applied an attachment model to his
observations on grief. Parkes described the emotional, behavioral, and physical
characteristics of grief. Common manifestations included searching for the person,
achieving a reunion in a dream or fantasy, and identifying with the deceased. Parkes
described sleep disturbances, aches and pains, loss of energy, and appetite changes as
some of the physical reactions to the grief process. He identified three pathological forms
of grief including chronic grief, inhibited grief, and delayed grief. Chronic grief was
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described as a prolonged response to grief and inhibited grief was a grief process without
any symptoms. Delayed grief was described as avoiding painful emotions for a time.
A noted author and researcher in the field of bereavement, Worden (1991), has
described a way to understand mourning by thinking in terms of tasks, rather than stages
or phases. He has suggested four tasks in mourning: (1) to accept the reality of the loss,
(2) to work through the pain of grief, (3) to adjust to 'an environment in which the
deceased is missing, and (4) to emotionally relocate the deceased and move on with life.
This model emphasizes that mourning is an active process. Tasks require effort, but can
permit the bereaved person to regain control over his or her life. Worden points out that
the tasks of mourning do not have to follow a specific order. He believes the grieving
person must accomplish these tasks before mourning can be complete. He concluded that
mourning can be finished and a person will regain an interest in life and adapt to new
roles. However, mourning may never be completely finished and the bereaved person
might never fully complete grief work or mourning.
Since the early studies that were stimulated by Lindemann (1944) and Parkes
(1964a, 1964b, 1965, 1971), researchers have documented the effects of loss and grief on
people, including elders. A great deal of this research has been done in psychology,
however nursing research on death and dying topics first appeared in the literature during
the 1960s (Quint, 1967). Jeanne C. Quint was one of the first nurse researchers to address
death and dying. According to Quint (1967), before the 1960s most nursing literature on
death centered on the technical activities associated with the care of the dying patient.
She stated that the reason for this neglect could be the result of taboos in our culture
regarding death and lack of interest in bereavement issues.
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During the early 1960's, Quint was an assistant research sociologist at the
University of California in San Francisco School of Nursing (Quint, 1967). Her research
was in response to a large study at the University of California in San Francisco focused
on how nursing and medical personnel give care to dying patients. From that study,
Glaser and Strauss (1965) suggested that hospital personnel are frequently disturbed by
their incompetence in handling the dying patient and the patient's family. Consequently,
Quint designed a study to investigate the impact and meaning of death in the life of a
nurse. She used unstructured interviews with nursing students and teachers in five
schools of nursing in the San Francisco area. The study was concerned with the process
whereby nursing students learn ways of dealing with dying patients. The results of the
study suggested the need for change in curricula of nursing if nurses were to be better
prepared to provide care for patients who were dying and have more satisfying
experiences as nurses. Quint concluded that the nurse should assume the role of ally for
the dying patient, "the forgotten man in the hospital." From this research, Quint called for
a revolutionary change in schools of nursing to accept the task of preparing nurses for
death and dying.
Nurses pursuing doctorates in other fields, such as sociology and anthropology,
started the beginning of formal research on death and dying in the late 1960s and early
1970s (Swanson & Tripp-Reimer, 1999). The nurse researchers conducted these studies
in hospitals and focused on nurses' attitudes toward death and dying, family responses,
and the influence of the social structure and environment on patient and family coping
with death and dying. Benoliel (1983), in a comprehensive review of nursing research on
death, dying, and terminal illness, noted that most nursing studies lacked any central
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pattern and were diverse in conceptualization. Benoliel concluded that although the
stressful nature of death and dying was well documented, research was needed
concerning the nature of support that is helpful to patients and families, and the influence
of other factors, such as age and culture.
More recently, Wilson (2000) conducted a decade literature review and suggested
that there is a lack of significant nursing research from 1989-1999 that is specific to
elders and bereavement. Research on death and dying issues for older adults is an area
where nurses can make a difference in the lives of the elderly (Moody, 1999). Nurses in
clinical practice and research have a responsibility to improve the care of all persons
regardless of their age. Nurse researchers have made substantial contributions to
bereavement care, but there is still a large amount of research to be done in order to better
understand elder bereavement and make significant recommendations for nursing
interventions and care.
Grief and Bereavement Models
Margaret Shandor Miles (1984), a nurse well known _for her work and research
related to parental grief, has proposed a model for understanding parental grief from her
research and observations in clinical practice. The model was used for many years by
Compassionate Friends to help bereaved parents understand and cope with their grief.
The model describes overlapping responses experienced by bereaved parents during three
phases of grief: numbness and shock, intense grief, and reorganization. In addition,
Miles, along with her colleague, Demi, proposed a model of parental bereavement guilt
(Miles & Demi, 1986). This model proposes four variables that influence the occurrence
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of guilt during bereavement and the overall guilt response. The variables are parental
variables, situational variables, personal variables, and societal variables.
According to Miles and Demi (1986), parental variables are aspects that may
affect the parent's feelings of helplessness and responsibility. Situational variables are
experiences of the child and parent at the time of death. Personal variables are concepts
of the parent's personality structure such as self-esteem. Societal variables are values
society places on the parent during bereavement. Guilt and the four variables that may
influence the guilt response are described as a prominent and devastating part of the
parental grief process when a child dies.
Klass (1988) also developed a model of grief based on extensive �linical
experiences with bereaved parents. He views the death of a child as unique because
parental bonds to a child are strong and deeply rooted in the parent's own history and
psychological structure and because parents closely identify with their children.
According to Klass, bereaved parents must reestablish equilibrium between the self and
. the social environment and within their inner selves. A new social equilibrium is reached
when the parent establishes new patterns of interaction and sources of gratification that
can provide stability in a social environment that has been traumatically changed by the
death of a child. A new equilibrium is achieved as the representations of the child are
incorporated into the bereaved parent's life. The model ties the parent's responses to the
death of the child to the overall parental role and illustrates unique struggles experienced
by bereaved parents.
An Integrative Theory of Bereavement has been proposed by Saunders (1989).
The model is based on research and the works of Freud, Bowlby, and Parkes. Her model
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includes five phases of bereavement; shock, awareness of loss, conservation-withdrawal,
healing, and renewal. Each phase is characterized by a wide variety of responses that
affect three levels of functioning; emotional, biological, and social. She proposed that at
the end of the conservation-withdrawal phase, the bereaved individual makes a decision
to survive or remain in perpetual bereavement. After the decision to survive, the bereaved
must be motivated to change in order to reach renewal. The inclusion of motivation is
what differentiates Saunders' theory from preceding models of grief.
A new approach to grief and grief work is a conceptual approach offered by
Solari-Twadell et al. (1995) called the Pinwheel Model of Bereavement, which was
developed from Newman's Theory of Health as Expanding Consci�usness. This model of
bereavement is a framework for assisting nurses in being with those who are grieving.
The bereavement model is based on research by Carter (1989) and on clinical experience.
Carter had used thematic analysis of 30 interviews. Participants' ages ranged from 20-71
years of age, and they reported varied relationships with deceased persons. The deceased
had multiple causes of death and the time prior to the deaths ranged from 4 weeks to 23
years. The themes from this study were compared to prior works of Freud and Kubler
Ross.
According to the process model of bereavement (Solari-Twadell et al., 1995),
grieving is seen as a dynamic process, with the central theme being personal history of
the griever. The personal history is surrounded by six core themes: (1) being stopped, (2)
pain and hurting, (3) missing, (4) holding, (5) seeking, and (6) valuing. These core
themes are deeply embedded in the inner experience of bereavement. The bereaved
movement in these themes is cyclical with the chance of staying in this pattern, instead of
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moving into surrender and rejoining life. Change, expectations, and inexpressibility rotate
around the core of inner experiences. The pinwheel model symbolizes the unique
individually lived loss experience, with its subsequent grief and lifelong occurrence of
bereavement. Bereavement is experienced along with life experience.
Solari-Twadell et al. (1995) identifies recurring patterns in grief and unique
individual experiences in bereavement, which lead to healing and health. Loss is the
"initial wind" that spins the pinwheel. The intensity and power of this wind sets in motion
the life changing process of bereavement. Throughout life the winds of loss will gently
stir recurrent episodes of grief through sights, sounds, smells, anniversary dates, and
other triggers. The arms of the pinwheel suggest movement by the bereaved, reaching out
of the circular experience of grief by surrendering. Surrendering in the context of this
model implies resting or lowering of ones' defenses toward life and being open to reality
or the acceptance of the life event through reaching out to others and rejoining life
through change. With each gust of wind the grief experience may reoccur.
During the life cycle, embracing the experience of death is not easy (Solari
Twadell et al., 1995). Trying to protect oneself from death may weaken the life
experience (Newman, 1986). Nurses should be aware of the uniqueness of each person's
experience with bereavement (Solari-Twadell et al., 1995). Rather than accepting the past
principles of grief and the standard approach of helping people find a way to end their
grief, grief interventions need to move toward growth, flexibility, and appropriateness in
the life experience.
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Parental Bereavement before O Id Age
The death of a child is a life-altering event. It is not clear how age of the parent
may influence bereavement responses. In most studies of parental bereavement the child
died before the onset of the parents' old age. Yet, these studies yield important
information concerning bereavement and the death of a child. Few studies primarily
focus on the experience of parental grief and no studies on an elder after the loss of an
adult child.
Researchers comparing parents with other bereaved individuals in different role
relationships such as a sibling or a spouse, found that parental grief is particularly painful
and produces the highest intensity ( e.g., Back, 1991; Johnson, Rincon, Gober, & Rexin,
1993; Saunders, 1980). Parents mourn not only the death of a child, but also the loss of
parts of themselves (Hazzard, Weston, & Gutterres, 1992). After a child dies the parents'
hopes and dreams also die (Stewart, 1995). Since parents do not expect their children to
die before them, a child's death seems particularly unnatural. The loss may challenge the
parent's sense of order and produce strong survival guilt ( e.g., Rando, 1986; Saunders,
1980).
Sherry E. Johnson (1987), a noted nurse researcher, writer, lecturer, and grief
therapist, described in her book, After a Child Dies; Counseling Bereaved Families,
many physical and psychological manifestations of parental grief after a child dies. She
stated that grief symptoms are a necessary component of healthy grief and a means of
coping and expression of the grief pain. Some of the common grief symptoms are anger,
fatigue, backaches, migraines, time confusion, phobias, and hyperventilation. Pining is a
symptom used to describe the parents feeling of wanting to be with the dead child.
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Aching arms is a symptom parents often describe; their arms actually ache to hold their
child one more time. She concluded that grief symptoms are endless and society may
consider grief either pathological or normal.
Neidig and Dalgas-Pelish (1991) conducted a quantitative study that provided
data supporting the extreme intensity of parental grieving. The study had major
limitations including a small sample size and the exclusive participation of bereaved
parents that participated in a support group. The convenience sample included 21
Caucasian parents (18 mothers & 3 fathers) who attended local support groups in two
metropolitan cities. Their ages ranged from 23 to 61 years. Parents in this study
completed a bereavement questionnaire that indicated parental grieving was generally
higher than prior norms. They also completed a bereavement questionnaire that ranked
interventions associated with bereavement. The most helpful intervention by a healthcare
provider was identified as bereavement follow up, such as sending cards or telephone
calls. Allowing tlie parent to hold or see the deceased child was also perceived as helpful.
The most unhelpful factor was lack of follow-up.
Using similar methods, Hazzard, Weston, and Gutterres (1992) assessed
bereavement responses and factors related to parental bereavement in 45 parents whose
children had died 6 months to 4 years prior to the study. Twenty-six mothers and 19
fathers, with an average income of over $30,000, participated in the study. Their ages
ranged from 25-34 years. The parents were interviewed together and independently and
they completed two grief questionnaires. The findings from this study supported the
assumption that parental bereavement after the death of a child was particularly difficult.
The parents reported frequent grief reactions such as feelings of loss of control and guilt.
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The grief scores suggested that parental grief remained fairly intense for at least 4 years
after the child's death and were not related to length of time since the child's death. The
researchers suggested that these reactions could be characteristic of parental grief.
Findings from this study supported the idea that increased social support after the
- death of a child and fewer post-death stressful events resulted in less reaction to parental
grief. Post-death factors that seemed to significantly influence reactions included parental
anger, hostility, guilt, and feelings of loss of control. Hazzard, Weston, and Gutterres
( 1992) suggested that more research needs to focus on detailed interventions by
healthcare providers after a child's death. The researchers acknowledged that a larger
sample size was needed for this study and self-selection bias could have been a limitation
to the study.
Maternal bereavement has been reported to be more intense and problematic than
other forms of bereavement (Littlefield & Rushton 1986; Stewart, 1995). Using grounded
theory analysis, Jacob and Scandrett-Hibdon (1994) analyzed two case studies of
maternal grief and compared the results to the findings from two grief questionnaires that
were completed by the same two mothers. No information was provided concerning
reliability and validity of the instruments, except the researcher's statement that both
"had been proven." The participants were married, thirty-two and thirty-six years old, and
· their children had died 2 months prior to the study from health problems. The
questionnaire's results indicated the mothers' experienced extremely intense grief.
Using the same research data, Jacob and Scandrett-Hibdon (1994) designed a
secondary analysis and examined four taped interview sessions from one mother and
three taped interview sessions from the other mother. The interviews presented a detailed
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description ofsigns and symptoms ofthe maternal griefprocess. Findings from the
interviews led to a conceptual definition ofthe process ofmaternal grief. The definition
ofmaternal griefincluded maternal distress, the need for rumination, protection from the
pain ofthe loss, support, and gradual acceptance.
Jacob and Scandrett-Hibdon (1994) concluded that there is a need for increased
knowledge as it relates to maternal grief in order to implement strategies that will
acknowledge the normal reactions and alleviate the grieving mother's distress.
Suggestions for further research included using a longitudinal study to determine
characteristics of maternal griefover time and increased bereavement intervention studies
to determine what support services are particularly helpful to mothers in the process of
grief. These studies support the assumption that maternal griefeventually leads to a sense
ofacceptance and re-establishment ofa life at a new level offunctioning without the
deceased.
Bernstein's ( 1997) research findings support the hypothesis that parental grief
may produce both positive and negative effects. After interviewing 55 parents who had
experienced the death ofa child, he listed five areas ofgrowth and evolution from the
parents' view oflife in the years following the death ofa child: parents experience a
sense that life has lost its purity, parents' values change, parents' sense ofcontrol is
altered, parents' empowerment is enhanced, and parents change the way they approach
life. Reasoning that no one or nothing could hurt them as much as they had already been
hurt, parents acknowledged that the positive effects ofthe experience included a sense of
power, courage, confidence, self-respect, and assertiveness.
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Bernstein ( 1997) suggested that parents who had experienced the death of a child
perceived changes in the way they related to spouses, their families, their social
relationships, and their faith. The experiences lead to irrevocable changes, positive or
negative, to the structure of marital relationships and to the balance of family
interactions. Results of the study indicated that after the death of a child, parents are
transformed, marriages evolve, families modify, social relationships adapt, and faith is
questioned. Bernstein (1997) concluded that most of these parents felt they had survived
hell, but on the other hand achieved a greater appreciation for life, a learned humility, and
strengthened character.
In a study aimed at analyzing the experience of mothers whose children had died
under the age of seven years, Laakso and Paunonen-Ilmonen (2002) also concluded that a
child's death has positive and negative effects. They provided very little information
concerning the recruitment of the participants or the participants' characteristics, which
could have greatly influenced the findings of the study. Data were collected using a
survey (n=91) and interviews (n= 50) with mothers who had lost a child at least one year
previously. The reliability of the survey instrument was quite high (0.66-0.84), which was
consistent with other studies that had used the same instrument. The researchers provided
a precise picture of the research progress to support qualitative reliability.
Laakso and Paunonen-Ilmonen (2002) found that the mothers who relied on those
close to them for support displayed more despair and loss. One positive effect
experienced by these mothers was personal growth. These mothers longed for someone to
listen to them and to talk to them about their grief. In comparison, the mothers with less
despair had received professional support and felt that the most difficult thing about the
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grief was the negative attitudes of others. They reported more blame and anger and
wanted support from others. The parents in the study reported an expectation that health
care personnel would maintain contact with the family after the child's death. The study's
findings indicated that the change in relationships between spouses and close friends,
which was caused by bereavement and grief, could be temporary or permanent.
Parental Bereavement Responses
There are an infinite number of grief symptoms (Johnson, 1987). Some occur
more frequently than others. Bereaved parents have more intense symptomatology than
adults grieving other types of family loss such as death of a parent or a spouse
(Osterweis, Solomon, & Green, 1984). Some of the significant bereavement responses
reported include diminished physical function and adaptive reserves, social isolation, and
increased dependence on support relationships (Osterweis, Solomon, & Green, 1984).
One major source of concern for researchers is that elder bereavement and grief may
result in even more physiological and psychological responses than other age groups
(Anderson & Dimond. 1995).
Gass and Chang (1989) tested Lazarus and Folkman's model of stress, coping and
appraisal as a theoretical framework for bereavement research. They used the model to
predict adaptation in terms of psychosocial health dysfunction of bereaved persons during
the first year after spousal death. One hundred women and fifty-nine men agreed to
participate in the study. Their ages ranged from 54-81 years, with the mean age of 71
years. They were primarily white and Catholic. Multiple questionnaires to assess
appraisal of bereavement and resources were used in the quantitative study. The premise
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that a higher threat, such as grieving, without the presence of resource, will produce more
stress and decreased health functioning was supported. Also, results indicated that
increased threat resulted in more coping and the threat was less in the presence of
resources. The research suggested sex of the surviving spouse might not be an important
factor in psychosocial health after bereavement. The authors concluded that the
theoretical model was able to predict the psychosocial health dysfunction of the elderly
spouses.
In a mixed method study designed to assess the effects of widowhood on
nutritional behaviors, Rosenbloom & Whittington (1993) reported indications that
bereavement affected their diets and it was potentially dangerous. A significant decline in
nutrition for the elderly bereaved spouses, which could lead to malnutrition, was
demonstrated in the study. Fifty widowed persons and fifty married persons over the age
of 60 years were interviewed concerning their eating behaviors, completed a
questionnaire, and recorded dietary intake for 3 days. The participants were recently
widowed. Financial factors were eliminated as a confounding factor that might have
influenced their consumption of less food and fewer nutrients. Women were
overrepresented in the study, but they are more likely to be widowed than men are. It
would have been ideal to study the elders' dietary habits before the deaths of their
spouses, but such a design may not be feasible.
Anderson & Dimond (1995) conducted a thorough assessment of the
psychological and physiological symptoms experienced by elders during two years of
bereavement. The participants were assessed four times during the study. Some reactions
were the result of preexisting illness such as heart conditions. Most of the subjects had
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few symptoms after six months of bereavement. The majority of the participants
complained of arthritis type symptoms. The most common symptom was depression or
anxiety. The other symptoms that were reported were loss of appetite, nausea, sleep
disturbances, lack of energy, dizziness, heart palpitations, headache, and fatigue. Two
subjects experienced falls during the first few months of bereavement. One and two years
after the death of their spouse, a few of the very old (80+) subjects reported increased
weakness, tiredness, fatigue, and poor appetite. Although younger subjects did experience
similar symptoms, their symptoms were not associated with chronic illness (Anderson &
Dimond, 1995). The major problem with these findings is the strong possibility that these
symptoms were not related to bereavement, but to the subjects' age or illness. Another
problem is the passage of time and the subject's ability to remember accurately.
Elders' Ability to Cope and to Adapt to Bereavement
Advanced age can have a significant effect on how people respond to
bereavement. Older people come with a long history of major events that have occurred
in their lives. Understanding how elders approach the problem of bereavement is
important. As people approach the later years of life, there is an increasing awareness that
physical abilities are declining. On the other hand, elders may have survived the majority
of their peer group, they have almost certainly coped with loss of all kinds, and they may
be better prepared for loss. Research studies have increased the level of understanding
about elder bereavement, but many questions still remain, especially concerning the most
distressing and long-lasting of all grief, the death of a child.
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Caserta and Lund (1992) investigated stress and coping levels of 108 older adults
who recently lost their spouses by comparing them to 85 matched nonbereaved elders.
This study was part of a longitudinal study of bereaved elders in a large metropolitan
area. Bereaved elders completed questionnaires six times during the first 2 years of
bereavement. N onbereaved elders completed questionnaires about the same time as the
bereaved. Findings supported the assumption that spousal bereavement is a significant
source of stress for older adults. Another significant finding was that anticipated stress
and coping of the nonbereaved elder was higher than what the bereaved elder actually
experienced. Results of this study supported findings from Wortman and Silver's (1989)
study. The nonbereaved participants could have some bias if they were in a particularly
happy time in their marital life.
Farberow, Gallagher-Thompson, Gilewski, and Thompson, (1992) studied the
grief process in people over 55 who had experienced the death of spouses to suicides and
spouses who had lost their mates to· illness. They found that the elders experienced a
gradual adaptation to the loss. The results of this longitudinal study (2.5 years) suggested
that a supportive network and prior good coping skills facilitated the grief process. The
major problems were loneliness and managing the tasks of daily living. At the conclusion
of the study it was found that both groups were significantly more composed, enthusiastic
about life, and relaxed.
Depression has been reported in the literature as a major outcome variable of
bereavement in children and adults (Bowlby, 1969; Freud 1917; Glick, Weiss, & Parks,
1974; Lund, Caserta, & Dimond, 1993). However, Dimond and Caserta (1994)
hypothesized that these reports did not adequately explain depression in bereaved elders.
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These researchers used ethnographic and case study techniques, from a large descriptive,
longitudinal study, to provide a more complete picture of depression in bereaved elders.
For the ethnographic phase of the study, the researchers (Dimond & Caserta, 1994) used
a depression measurement instrument to identify five participants with a low depression
score and five with a high depression score. Using the data from this instrument, ten
participants were selected to be interviewed six times over a two-year period. The mean
age of the participants was 66 years. The purpose of this study was to identify events that
might influence the participants' depression scores. Topics that repeatedly surfaced
included worry about one's own or other family member's health, death of a family
member or friend, and issues with relocation. The most frequent topic referred to positive
and negative interpersonal relationships. This phase of the study found major differences
between individuals with high depression scores and individuals with low depression
scores.
The second phase of the study (Dimond & Caserta, 1994) attempted to clarify, in
greater detail, the difference between the participants with high depression scores and
participants with low depression scores. The researchers choose two subjects from the
sample of 10 in the previous study. Both were seventy-three year-old men and both had
lost a spouse from cancer. One was clinically depressed and the other was never
clinically depressed. The researchers wanted to know why these two men responded so
differently to the death of their spouse. The findings suggested that the depression scores
could be related to the emotional impact of significant life circumstances such as illness
or relocation and not just grief following the death of a spouse. This qualitative study
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provided a more complete understanding of the effect of life circumstances and
depression during bereavement in the elderly population.
Anderson and Dimond (1995) investigated the unique challenges of older
bereaved spouses and suggested implications for nursing practice. Using data from a
longitudinal study of spousal bereavement among older adults, the researchers described
the grief experiences of older adult spouses and compared these results with those of
younger bereaved spouses. The researchers selected twelve participants from a pool of
104 subjects. Subjects' ages ranged from 53 to 89 years; seven were women and five
were men. The participants were primarily Caucasian and were reported to be
representative of the metropolitan area. Each participant was interviewed four times for a
total of 48 interviews. Major categories that emerged from the data were feelings,
physical symptoms, special hardships, coping and a feeling of support. Participants
experienced numerous physical symptoms, especially depression and feelings such as
shock. Special hardships included loneliness and daily reminders. Coping was an attempt
to manage events. A second reader confirmed the categories by reviewing a randomly
selected subset of the interviews.
Similarities and differences were noted from the findings of the Anderson and
Dimond (1995) study and from a previous study (Glick, Weiss, & Parkes, 1974)
concerning bereavement in a sample of young bereaved spouses. Major differences
between the two study groups included: older spouses relied on personal life
philosophies, experienced increased physical symptoms of chronic illness, and reported
increased falls, whereas younger spouses did not. Similarities between the two study
groups were ways they found comfort, coping strategies, and that both groups
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experienced worry about handling new task. The authors suggest that findings from this
study should help nurses anticipate problems likely to be experienced by bereaved older
spouses and thus nurses can better support older clients during bereavement. After the
researchers compared the results ofthis study to a similar study by Shuchter & Zisook
(1993), they found support and reliability ofthe findings concerning experiences of
spousal bereavement.
Aswegen (2000) provided a number ofreasons why death ofa significant other,
such as a child, is particularly difficult and more serious with the elderly. The first
assumption is that elderly people have less time to recover from a death and less time to
form new relationships and goals. Another assumption is that lost attachment was
probably a long-standing relationship. Other assumptions include the elders' feeling that
they should keep their emotions and distress to themselves and they have lived their lives
and should not bother others with their grief. Research needs to question these
assumptions because these negative assumptions could make the experience of
bereavement and griefworse than it needs to be for an elder.
Bereavement and the griefprocess significantly change with advancing age. In a
recent qualitative study, Hegge and Fischer (2000) differentiated between the spousal
griefprocesses of22 senior widows (age 60-74) and those of17 elderly widows (age 7590). The purpose ofthe study was to determine how death ofa life partner compounds
with the simultaneous cumulative losses ofaging. The study sought to explore the elders'
most frequent problems, the most troubling problems, the coping strategies, the support
systems used, and the adjustments made to individual goals. All ofthe participants had
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experienced loss of a spouse within the past four years and lived alone. They were
interviewed in their own homes.
Similarities between the senior and elderly widows included: coping strategies, a
feeling of relief that the suffering was over, loneliness in an empty house, and social
awkwardness as singles. Differences between the two groups were that older elderly
widows reported a more smooth and rapid grieving process. Both groups reported that
their children were their main support system in the initial phase of grief, but friends
became more important to the younger senior widows in the later grief phase. Elderly
widows had experienced more recent losses. These older elders reported feeling isolated,
vulnerable, and old. Unlike the younger senior widows, all of the elderly widows reported
positive results from grief support groups. Elderly widows were more focused on their
own death, looked forward to a reunion with their loved ones, and were less afraid of
their own death. Younger senior widows were more likely to establish identities as single
individuals. The results of this research supported the findings of many previous studies
(e.g., Caserta & Lund, 1992; Gass & Chang, 1989; Shearer & Davidhizar, 1994). This
study highlights important issues concerning the need to understand the effect of age on
the grief process.
The complexity of the grief experience and bereavement support for elders has a
number of implications for nurses. The nurse's role often includes becoming involved in
giving support to bereaved elders in a variety of settings. Costello and Kendrick (2000)
retrospectively explored the grief experiences of twelve elders whose partners had
recently died. The participant's mean age was 74, their partner had died in the hospital
from a terminal illness, and they had experienced conjugal bereavement within the last
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year. Researchers' assumption before the study was that an elder' s successful grief
resolution does not depend on emotionally disengaging from the deceased. The
researchers used ethnographic interviews to explore the elders' reactions to and
perceptions of the loss.
The findings from this study (Costello & Kendrick, 2000) challenged the
established models of grief and the experience of elders in contemporary society. The
researchers explained the traditional grieving process as usually being described as a
linear process with a beginning and an end. The authors' findings indicated that elderly
bereaved partners retain and adjust an emotional relationship with their deceased partners
and this forms a continuous (not linear) part of the grieving process. The important
findings from this study are that nurses may inaccurately assess the bereaved partners'
emotional relationship with the deceased as abnormal or that the mourner is not "letting
go." Findings from the study suggest that traditional models of grief do not accurately
reflect the grief experience of elders in the modem world.
Using a qualitative ethnographic method, Steeves (2002) conducted a study to
increase the understanding of the experiences of bereaved elderly spouses in rural
Virginia. The 15 "regular"_participants were African American (6) and Caucasian (9).
Their mean age was 70 years and they were all Protestant Christians. These informants
were interviewed an average of 16 times each over a period of 29 months. The study also
included' 14 informants who had been identified as having lost a loved one in a unique
way. They were interviewed only once. The researcher did not address why these 14 were
included in the study. It would seem these unique informants might negatively influence
the findings from the study.
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Steeves (2002) identified three stages of a rhythm of bereavement. The first was
rhythmic waves of grief, which included the cycles of sleep and wakefulness, a feeling of
numbness and times of laughter. The second stage addressed how bereavement is spaced
through the lifespan and was described as a time for seeking help and was characterized
by how the bereaved made it from one day to the next. The last stage described the way
informants experienced and talked about the duration of their bereavement and it usually
began around six months after the loss of the spouse. This stage was dominated by
surprise that they had not "gotten over it" and the feeling of loneliness. Participants
would easily go back and forth between stages. This study did support other findings on
elder bereavement ( e.g., Carey, 1979; Parkes, 1972; Reynolds, Hoch, & Buysse, 1993 ).
Summary
The state of knowledge about bereavement in the elderly remains uncertain
(Swanson & Tripp-Reimer, 1999). The death of a child at any age is a devastating event
(e.g., Davies, 2001; Saunders, 1980). Studies have indicated that bereavement and grief
in advanced age is intense, long lasting, and could have harmful effects (Aswegen, 2000;
Caserta & Lund, 1992)). Aging can have a significant effect on how people approach
bereavement and grief (Dimond & Caserta, 1994; Scrutton, 1995). Almost forty years
after Jeanne C. Quint's (1967) work about nurses' attitudes towards death and dying,
bereavement continues to make healthcare professionals uncomfortable (Corley, 2000).
Nurses and other healthcare providers need to appreciate and understand the meaning of
the death of an adult child to an elder. In order for nurses to promote healthy bereavement
among the elderly, we must be able to understand their experiences.
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Chapter III
Methodology

The purpose of this study was to develop an initial understanding and description
of the meaning of death of an adult child to an elder. While there are a variety of
approaches that could have been utilized, a qualitative existential phenomenological
method was chosen. Research guided by this philosophy seeks to reveal the meaning of a
phenomenon (Munhall, 2001). When not much has been written about a topic, a
phenomenological approach allows the researcher to listen to the participants and build
an understanding based on their perception. In striving to improve the quality of life of
elders, it is important to listen, beyond the participant's descriptions and to bring to light
what may otherwise be hidden (Munhall, 2001). This chapter will review the
methodology, the sample, the design, the data collection procedures, and the data analysis
of the research. In conclusion, concerns about validity, reliability and generalizability are
discussed.
Qualitative research methods are congruent with nurses' larger worldview
(Munhall, 2001). These methods offer researchers ways to approach a person's
experience that gives the participant a voice. According to Streubert and Carpenter
( 1999), phenomenology is well suited for nursing research because professional nursing
practice is enmeshed in people's life experiences. Strengths and advantages of this
approach include emphasis of a beginning understanding of a human experience,
acknowledgment of the value of a holistic view, and that implementation of this method
could be done in a reasonable amount of time with a limited budget. Further support for
this approach includes the researcher's gerontology background and personal desire to
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engage in this type of investigative research. Furthermore, available resources such as
experienced phenomenology researchers and readily available participants for the
investigation are major contributing factors for using this approach to the phenomenon.
The importance of the meaning of the death of an adult child in an elder' s
everyday· world is important to nursing practice, education and administration. Because
there is very little written on the subject from any discipline, the study will help clarify
the phenomenon and direct future research. Phenomenology was the best method for
exploration of the phenomenon because it elicited the actual voice of the elders who have
experienced the death of an adult child. The interviews provided rich and very descriptive
data.
In order to gain an in-depth understanding of the philosophy and methodology of
qualitative research and phenomenology, it is imperative to review the history of
qualitative research and the original works of Husserl, Heidegger, and Merleau-Ponty.
Qualitative research began during the late 1800s (Gillis & Jackson, 2002). It described
rapidly emerging social problems in fast developing urban cities. Qualitative research
encouraged social change by making urban problems visible to the public. It reported
detailed accounts of urban life, communicated through photographs, portraits, and
interviews. Sociologists used qualitative strategies in the 1920s and 1930s to study
phenomena such as race relations and ethnicity. From the 1930s to the 1950s quantitative
research methods appeared to be the most promising and popular means to address
research questions. During the 1960s and 1970s there was renewed interest in qualitative
research and more nurses began to consider using qualitative research methods (Morse,
Swanson, & Kuzel, 2001; Munhall & Boyd, 1993).
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Qualitative research examines life experiences in an attempt to understand the
participant's experience, explain the participant's world, and give meaning to it (Gillis &
Jackson, 2002). It is a holistic approach to research that provides a particular view on the
nature of being human and the nature of reality. Research questions tend to be very
broad, focusing on human experience and human behavior. The researcher is typically
highly involved with the subjects. The information produced is generally descriptive of
people living through events in situations that help the understanding of those persons'
experiences. The main emphasis is on achieving understanding that will open up new
options and perspectives that will result in changing people's worlds (Munhall & Boyd,
1993).
A philosophical theme of qualitative research is to be more aware of something in
the world (Munhall & Boyd, 1993). Experience and perception are important concepts of
qualitative research. Experience is known reflectively and refers to living through a
situation. Perception refers to being aware of the appearance of a phenomenon.
Awareness strengthens one's link to the world through the effects of those expressions on
the world and creates a particular way of association with things, others, and oneself.
Phenomenology first appeared in the nursing literature in the 1970s (Thomas &
Pollio, 2002). Themes of phenomenological philosophy offer a perspective on the nature
of human reality that underpins qualitative research efforts (Munhall, 2001).
Phenomenology is the study of lived experience from the unique perspective of the
individual engaged in the experience. Phenomenologist believe there is not a single
reality and that each individual has his or her own reality. Reality is considered subjective
and unique to the individual (Burns & Grove, 1997). An emphasis is placed on
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understanding the meaning of the human experience, usually through narrative
information (Polit & Hungler, 1999). Phenomenological researchers hope to gain an
understanding of truths and reality of lived experiences and believe that knowledge and
understanding are embedded in our everyday world. The research goal is not to only hear
the subjects' answers, but to see and to understand the world through their eyes (Leavitt,
2001).
Franz Brentano first described phenomenology as a philosophical method of
inquiry (Spiegelberg, 1969). The philosophers from which phenomenology emerged
include Husserl and Heidegger. Frequently, the father of phenomenology is cited as
Brentano's student, the German philosopher and mathematician Edmund Husserl (Byrne,
200 I). His works and the works of his junior colleague, Martin Heidegger are cited in
many nursing studies as the framework for the phenomenology research approach and
method (Benner, 1989).
Husserl's (1964) method attempts to uncover the real essence of phenomenon. He
explained that uncovering happens after bracketing personal biases and from dwelling
with descriptions of phenomena until meaning emerges. He contended that bracketing
allows one to objectively describe the phenomenon under study and enables one to
identify the essences of the experience. Bracketing presumes people are capable of
separating their knowledge from personal experience. Husserl's ( 1964) connection to
mathematics influenced his thinking and consequently he sought a logical procedure to
gain understanding of the experience of human consciousness. He believed
phenomenology should be the foundation of all philosophy and science. He challenged
individuals to go back to the experienced phenomena and recover the initial awareness.
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Heidegger (1927, 1962) proposed an alternative view from Husserl's belief,
especially regarding bracketing. He carried on and modified Husserl's views on
phenomenology and combined them with existential philosopher Soren Kierkegard
(1844, 1980). Heidegger's main work Being and Time (1927, 1962) describes his view of
the basic structure of the world, the unawareness of the lived experiences of everyday
lives, and the missed meaning caused by the world or culture. It is primarily concerned
with the meaning of Being and the nature of human existence.
Heidegger ( 1927, 1962) believed it was not possible to bracket one's assumptions
of the world and as human beings our meanings are co-developed through the experience
of being human, our life experience, our background, and the world in which we live.
Thus, the person is positioned and constrained in the ability to establish meanings as a
result of language, culture, history, purposes, and values. He believed people did not have
an objective viewpoint, yet they experienced shared practices and common meanings. He
maintained we can not measure distance, such as remoteness, with geometric terms.
Distance should be measured in a way to overcome the remoteness instead of being
reduced to geometric terms.
Heidegger is credited with creating the philosophical science of existential
phenomenology. Heideggerian philosophical orientation holds that the person is a self
within a body and the person is referred to as embodied. Heideggerian phenomenology
can be defined as a way to interpret experiences of shared meanings and practices set in
specific contexts.
Merleau-Ponty (1945, 1962) was influenced by Husserl and Heidegger's work
and is recognized as one of the predominant French philosophers. His works forwarded
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the phenomenological method. He described phenomenology as an effort to describe an
experience as it is without considering causal explanations. For Merleau-Ponty, the focus
or "lived experience" of phenomenology was centered on human involvement in a world.
The primary concepts developed during this phase were embodiment and being in the
world. These concepts refer to the principle that all acts are built on foundations of
perception or original awareness of phenomena.
Merleau-Ponty (1945, 1964) explained that in order to describe a lived experience
it must first be disclosed. Disclosure is done by bracketing and phenomenological
reduction. He directed his fellow philosophers to make presuppositions and common
sense appear by intentionally refraining from them. He advised investigators to set aside
the natural attitude toward the world that our experiences have given us. This reduction is
done to expose the link that binds oneself to the world. According to Merleau-Ponty,
complete reduction is impossible. Reduction tries to freeze time and suspend
consciousness, but time nonetheless continues. For this reason, phenomenological
reduction will result in imperfect pictures of reality.
Thomas and Pollio (2002) brought Merleau-Ponty into nursing research. They
explained Merleau-Ponty's intentionality as holding the primary structure of human
experience and revealing a vital interconnectiveness between us and the world. The
isolation we sometimes feel between ourselves and others is not predictable. In
phenomenology, intentionality is a broad pattern of human experience. It is described as
the basic configuration, connection, and relationships of person and world. Thomas and
Pollio (2002) clarified behavior in phenomenological research. Behavior and experience
are not independent parts of a human life.
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Describing human life in terms of experience, Thomas and Pollio (2002) affirmed
we must begin with describing the first person meaning of phenomena. They have chosen
to use Merleau-Ponty's philosophical work to better understand common phenomena in a
new way. The research method has been useful in many research studies conducted in
many different disciplines at the University of Tennessee. There have been numerous
modifications since its initial stages. This method of phenomenological inquiry offers a
valuable approach to understanding the meaning of significant human phenomena for
nursing practice.
Research Design
A qualitative existential phenomenological research approach was chosen for this
study. Commitment to the participant's viewpoint, uncovering a view of reality that is
important to the study participants, and a commitment to discovery of knowledge through
understanding of meaning are major characteristics of phenomenological research
(Streubert and Carpenter, 1999). These characteristics are consistent with the research
question and the purpose of the study.
Furthermore, this approach was chosen in order to allow unrestricted in-depth
exploration of the meaning of death of an adult child to an elder. A phenomenological
approach allows the researcher to follow a more holistic and descriptive framework. The
method's purpose to shed light on the meaning of lived experiences and to describe the
phenomena enables the researcher to obtain an initial understanding of the phenomena.

48

Sample Selection
The sample for this study was selected on the basis of a purposive sampling
design. Potential elderly participants who were known by the researcher to have had the
experience of the death of an adult child were asked to participate. A snowball sampling
technique was used for further recruitment. Four participants gave the researcher a name
and phone number of a friend or neighbor as potential research participants whom they
believed would be interested in talking about their experience. After the interview with
the referring participant, this participant contacted their friend or neighbor and made the
initial inquiry to engage their interest in talking to the researcher. If amenable, the
researcher telephoned the potential participant and, following a verbal agreement to
participate, scheduled a time and place to conduct the interview. No one declined an
interview after being contacted.
Participants were included in the study if they were over 60 years of age and if the
participants had experienced the death of an adult child prior to the investigation. The
death of the adult child occurred after the elder was 60 years of age. The participants
were English speaking and cognitively intact; and the participant's were open and willing
to talk about their experiences. The sample was comprised of nine participants. The
researcher decided that it was not necessary to continue interviewing participants after
redundancy or saturation occurred.
Six female and three male Caucasian elders volunteered to participate in the
study. Ages of the participants ranged from 63 to 95 with a mean age of 67 years. All of
their children had a sudden death, except one. This one exception died from lung cancer.
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The children had died from 1 to 13 years before the interviews occurred with a mean
length of time being 7 years. Ages of children ranged from 27 to 65 with a mean age of
35 at the time of their death. Four of the adult children were single, three were married
with children, and two were divorced with children. All of the children lived away from
home at the time of their deaths.
All participants were residents of Alabama. One participant had recently moved
from Tennessee to Alabama. The other participants had been Alabama residents for many
years. Five of the participants resided in suburban areas, and four in rural areas. The
participant's income level was middle to high. Further demographic data included
educational level ranging from high school to college degrees.
Procedure
Role ofthe Researcher

Initially, the researcher created the opportunity for the participant to share the
experience (Streubert & Carpenter, 1999). Afterward, the researcher was a participant
and the data collection instrument (Munhall, 2001). The researcher facilitated data
collection and made the participants feel comfortable as they described their experiences.
The researcher recognized that personal characteristics, such as manner of speaking, age,
and gender could interfere with data collection.
Determining themes is a major role of the researcher. The method to determine
what was thematic was based on the researcher's reflection about recurring patterns in the
interviews (Thomas & Pollio, 2002). Immediately after the interview a number of
patterns were identified. The meaning of the words were considered in the context in
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which they were spoken and their relationship to the data as a whole. The themes were
summarized and afterward the phenomenology group and the researcher decided if they
were representative of the experience of the phenomenon of interest.
Bracketing

The process of bracketing, which is a method of looking at one's own
preconceived notions and expectations, is a fundamental component of phenomenology.
When the researcher is aware of his/her own preconceived thoughts and ideas, the
potential for distortion in data collection or description is reduced. The expectations of
the researcher are made clear in a bracketing interview.
Prior to beginning participant's interviews, the researcher participated in a
bracketing interview about the topic of the proposed research study. The bracketing
interview was done by an experienced phenomenology research group member at the
University of Tennessee in Knoxville. During the interview, the researcher described her
experiences with the death or the near death of a loved one and her professional
experiences with the death of children and elder clients.
As a gerontological nurse, the researcher described memories of elderly clients
describing the meaning of the death of their adult children. This experience increased her
interest in elders' description and understanding of the death of adult children. She did
not have any first hand experience with the death of a child. Therefore, the bracketing
interview was focused on her experiences with the death or near death of a close family
member. After analyzing the bracketing interview, the research group identified distinct
biases/themes that the researcher needed to bracket.
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The bracketing interview indicated that the researcher believed the death of a
family member could be a positive and/or a negative experience. Understanding the
circumstance, rationale, and secular reason for the death was a very important part of her
experience with death. The researcher described death as a natural or unnatural process
and sometimes unfair.
Through the bracketing interview, the researcher recognized her biases that
resulted from a long nursing career. As a nurse, death was frequently associated with
feelings of helplessness. Frustrating feelings of being only an observer instead of an
important participant were revealed from the interview. From her �ursing experience, the
researcher believed that death is not always a negative experience and there may be a
good or suitable time to die.
The bracketing interview helped the researcher experience the interview process
from the participant's perspective. She was physically and emotionally fatigued after the
interview. It was a very heart-wrenching experience that revealed a range of emotions. It
brought back many sad, suppressed, and vivid memories. After reflecting on the
interview, the researcher understood the emotional distress of"reliving" any death
experience and was better prepared to conduct the potentially stressful research
interviews.
Pilot Study

Before the interviews were started, a pilot interview was done. This helped to
refine the interview question and process. The participant for this interview was not an
elder, but she had experienced the death of an adult child. The participant read the
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consent form and explanation of the study. The pilot interview was audiotaped. It was
analyzed and discussed by the researcher and the phenomenology group at the University
of Tennessee in Knoxville. Based on the pilot study, no major revisions were required.
After the pilot interview, the researcher had an increased awareness of possible
distractions, was able to organize material and equipment better, and knew the average
length of time most interviews would require. She also felt more comfortable and
confident during the subsequent interviews.
Data Collection

After identifying potential participants, they were contacted by telephone and
information was provided to them during the initial contact concerning the following (see
appendix A):
1.

Purpose of the study

2.

Nature of the data to be collected

3.

Approximately how much time will be involved

4.

Benefits and risks that might be related to participation in the investigation

5.

Incentive to participate ( coupon for meal or groceries)

6.

Availability of therapists and counselors

Informed consent was obtained from each participant in advance of the interview
(see appendix B). The consent form was prepared at a reading level appropriate for the
participants. Participants received a copy of the consent form to keep. The consent form
included an accurate explanation of potential benefits and risks. Benefits could be
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catharsis, increased self-awareness, healing and empowerment (Thomas & Pollio, 2002).
One in-depth interview per participant was sufficient.
The interviews were conducted in the participant's homes, at a date and time
mutually agreed upon. A tape recorder and microphone were used to record the
conversation, in order to have the participants' exact words. An open-ended question that
allowed for a wide range of responses began the interview. Interviews lasted about one to
two hours. In order to learn about significant human experience, a good question has to
be asked at the beginning of the interview (Thomas & Pollio, 2002). The researcher told
the elder that she was interested in how the death of their child affected their life, their
values, and their relationships with family and friends. The interview was started with
"Tell me what it was like for you after your child died?" The participants had free rein to
discuss the subject. All of the participants started with a description of the child and the
events prior to the death.
Field notes were made before the interview, during each interview, and
immediately after leaving each participant's home. The researcher noted the setting for
each interview. Most of the interviews were in the participant's kitchen or dining room.
These rooms provided a comfortable and relaxing atmosphere. Before the interviews
started, the participants always wanted to give the researcher significant information
about the child's life. After the interview, they shared pictures, shadow boxes, the child's
room, and other memorabilia. In the field notes, the participants' nonverbal
communication was noted. Most of the participants spoke slowly and distinctly. Their
voice emphasized the intense hurt that was experienced after the death of their adult
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child. Occasionally, some participants were weeping. The interviews were paused until
they were ready and able to continue.
At the end of the interview, the researcher asked each participant "Is there is
anything else you want the researcher to know." At the closure of the interview, the
researcher recapped the participant's issues of concern that emerged during the interview.
Most of the participants followed the interview with an opportunity to share the child's
memorabilia with the researcher. The researcher was the only interviewer. Field notes
were prepared immediately after leaving the setting. Since observation is an important
step in phenomenology, the physical environment, nonverbal communication, any
unusual circumstances, and the interviewer's personal reactions were noted in the field
notes.
Data Analysis

Responses to the qualitative questions in this study were analyzed using the
existential phenomenological method as described by Thomas and Pollio (2002). Use of
this method allowed for an analysis that was subjective, systemic, and reflective. D�ng
data analysis, the researcher immersed herself in the interview data. The transcripts were
read and reread in order for the researcher to get a sense of the lived experience as a
whole.
Data was reviewed by a group of diverse interpretive researchers from the
University of Tennessee in Knoxville. The volunteer members of this interdisciplinary
group have experience using the Thomas and Pollio (2002) method of analyzing
phenomenology research data. Each member of this group signed a confidentiality
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pledge. They facilitated bracketing during the data analysis process by pointing out
whenever the researcher's assumptions were noted. Interviews were read in the order in
which they occurred. The use of this group assisted in maintaining rigor of the
phenomenological method (Thomas & Pollio, 2002).
The existential-phenomenological interpretation is a process of relating a part to a
whole. The first part consists of reading the entire transcription and then connecting
specific parts that stand out. These parts are known as "meaning units" and served as the
basis for themes. The researcher and the interpretive researcher group interpreted an
interview transcript together and then the researcher interpreted most of the remaining
transcripts alone. The researcher reported findings to the group on a regular basis.
During the interpretive group analysis, attention is directed to words, phrases or to
metaphors participants use. Deciding what is thematic depended on the researcher's
reflection about recurring patterns, the meaning of certain words, and the word's
relationship to the participant's narrative as a whole. At the end of the reading of each
interview, themes that had emerged were summarized.
After the themes were described, the researcher then considered whether or not
the themes were supported across interviews and a clear description of the experience had
been developed. The global themes lead to the thematic structure. After the researcher
completed the independent thematization of the data, the researcher brought a list of the
themes to the interpretive group, with specific textual support. The group helped the
researcher to choose the best descriptive term for each. Interpretations from the research
group were considered in addition to rereading of all transcripts to finalize the thematic
structure.
56

The formalized thematic structure was presented to one participant for response.
She was asked to consider the overall findings and to decide if the thematic structure
accurately represents her own experience. She recognized her own experience in the
findings and confirmed the findings from the study. At this time, she added that the bond
between a child and a parent would always be there. She stated that having an
opportunity to talk about the experience was helpful.
Human Subject Considerations
The study was reviewed by the University of Tennessee in Knoxville (UTK)
College of Nursing Human Subjects Review Committee, and the UTK Institutional
Review Board. Written informed consent was obtained and a copy given to the
participants. The participants were informed that they could withdraw from the study at
any time. None of the participants withdrew from the study. All of the interviews were
audiotaped and subsequently transcribed. The transcriptionist signed a confidentiality
statement. Tapes and the transcribed interviews had no names and any identifying
information was changed. All materials are kept in a locked cabinet in the researcher's
office.
All research will have an effect on the study participants in some way (Streubert
& Carpenter, 1999). During this investigation, a major concern was the potential for an
intense emotional response from the participants as they remember the bereavement and
grieving process associated with the death of a child. Protection of the participants'
emotional and physical welfare always took precedence over the research. It was
important for the researcher not to move from the role of instrument in the investigation
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to that of counselor or therapist. Hospice organizations have bereavement support groups
and counseling that was available for any participants that might have needed this
resource. Even though some of the participants were crying and were otherwise
obviously upset during the interview, none of the participants requested or appeared to
need referral. After each interview the researcher provided contact numbers, if additional
help was required later.
Reliability
Reliability is difficult in phenomenology because no two interviews are identical
(Thomas & Pollio, 2002). Reliability could be supported if the themes in a study closely
matched those found in another study. Many themes in this study are similar to recent
studies with elders and bereavement and are discussed in chapter IV. Conversely, the aim
of replication is to extend and broaden the original themes, but not to change or replicate
the thematic structure. Parse (2001) explained that unless the participant is defensive
about the experience, the information provided should be considered reliable.
Validity
Study validity is a measure of truth or accuracy of a claim (Bums & Grove,
1997). Qualitative research should be critiqued for internal validity. Are the findings of
the study a true reflection of reality? Validity in a qualitative study can be critiqued by
methodological and experiential criteria (Thomas & Pollio, 2002). Methodological
concerns include whether the investigation was rigorous and appropriate for the
phenomenon of interest. Validation factors are concerned with discerning if the research
findings are reasonable and revealing. As the thematic analysis progressed, the researcher
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documented the data analysis and the decision rules on which·the decision was based.
The interpretative research group guarded against threats to validity by maintaining
bracketing, making sure alternatives were considered, and by making sure the content and
connections provided adequate evidence for the thematic structure. Thus evidence was
retained to support the study conclusions. According to Parse (2001), submitting the
research findings and as much of the data as possible to the readers will help support the
study's validity. Also, feedback from a participant in the study supported the study's
validity.
Generalizabilty
External validity is concerned with the extent to which the study can be
generalized (Bums & Grove, 1997). Often qualitative research is cited as not
generalizable (Thomas & Pollio, 2002). However, clinicians who read qualitative studies
may be able to apply the findings to practice by relating the findings to individual cases
using nursing judgment (Thomas & Pollio, 2002). Morse (2002) expressed a need for
qualitative researchers to provide explicit information to be formally transferred into
practice. Sandelowski and Barroso (2002) commented that data and analysis have been
misrepresented as findings in qualitative research articles. For clinicians to be able to use
findings of qualitative studies, the researchers have an obligation to state them clearly.
They concluded the findings "have to be found," in order for the research to generate
knowledge for practice.
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Summary
The purpose of this study was to develop an initial understanding and description
of the meaning of death of an adult child to an elder. This chapter included a brief
description of existential phenomenology philosophy that served to ground the present
study. Data collection and data analysis methods were delineated and issues of reliability,
validity, and generalizability were reviewed. Findings will be presented in chapter IV.

60

Chapter IV
Findings

And all his sons and all his daughters rose up to comfort him: but he
refused to be confronted; and he said, For I will go down into the grave
unto my son mourning. Thus his father wept for him. Genesis 3 7: 35

In Genesis, Jacob was overwhelmed after understanding that his son, Joseph, had
died. He expressed an inability to be confronted and a feeling of lifelong grief. The goal
of this study was to describe the thematic structure of the death of an adult child to an
elder. The analysis of participant interviews revealed bereaved elderly parents are still
challenged to find understanding, comfort, and solace. They described a lifelong grief.
Their world is forever changed after the death of their child.
Adult children represent an important lifetime investment in time, love, and
energy. They are expected to be a continual source of love and pleasure. Adult children
represent the hope of the future and the continuation of the family genes. The death of an
adult child is always untimely. The elder is deeply disturbed and the grief can be
immense, especially when it is a close loving relationship. The aim of this research was
to provide a description and provide a better understanding of the death of an adult child
to an elder.
All of the participants described the meaning of the experience in meticulous
detail. Even though the events leading up to the death were not a part of the research
question, all of the participants found it very necessary to give important aspects of the
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child's life and an extensive account ofthe time before the death. One might surmise that
in order to understand the experience ofthe death ofan adult child you would have to
know important aspects ofthe child's life and events that lead up to the child's death.
Participants seemed very pleased to have an opportunity to express their feelings
and share their experiences, without any restrictions or time limit. They were eager to
share newspaper clips, the child's unchanged room, pictures ofthe child and the
surviving children, shadow boxes, tributes, and many other memorabilia associated with
the adult child. During the interviews, I noted the expression in their eyes, the intensity of
their emotions, and the sounds oftheir voices. These expressions reflected a unique and
intensely personal experience that had not significat;1tly faded or changed since the death
ofthe adult child.
Even though it had been several years since the death, many participants
recounted specific. events, conversations, and circumstances around the time ofthe death
in surprising detail. It·seemed ofspecial importance for the elders to relate how they
received the news of the death and the crucial decisions that had to be made regarding
belongings, surviving dependents, and funeral arrangements. They recalled phone calls,
events, and conversations in careful and amazing detail. They had apparently relived,
countless times, the events surrounding the death and these events were clearly important
aspects oftheir experience. In the following paragraphs, I will discuss the figural themes
ofthe experience oflosing an adult child. The participant's words will show how the
themes are interrelated and how the participant's focus moved back and forth across
themes. Contextualized by the ground oftime, the predominant theme was lifelong hurt.
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The remaining themes were: just not real, missing/holding on, and struggling/seeking
solace.
Lifelong Hurt
The theme lifelong hurt was the predominant theme that permeated in all of the
interviews. The participants described intense agony that started from the first moment
after hearing of the child's death: One participant stated "I can't tell you the agony we
both went through, we began to weep uncontrollably, we grabbed each other and we
wept." They report a sense of loss, similar to loosing a part of themselves, which cannot
be healed. As one participant reported "You can feel it, I know I have said a lot of times,
it's when you lose a child you lose a part of you." A part of them is missing and their
world is forever changed.
As the interviews progressed, the participants described a fresh, continuous pain.
They reported that this experience was worse than other deaths they had experienced. As
they described this continuous hurt, their speech was slower and more distinct and
frequently the tone of their voice was deeper. They sincerely wanted the interviewer to
understand the force of the impact on their lives, the unresolving nature of the experience,
and the continuing significance of the hurt. The following participant relayed how the
deepest hurt she had felt was with the death of her son:
Now, I'm the oldest child, but I had three brothers, and I've lost all three
of them. And when I lost my mother, I thought that was the worst thing I
would ever have to go through, to lose my mother. And then, momma died
and my brother that lived right over here had a heart attack and died. Well,
my next brother was an alcoholic and he died and I lived through that. But
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the hardest thing for me was losing my son, because I knew he'd look
after me. The hardest thing was after I gave up my husband and my
mother and my three brothers. The hardest thing was giving up my son,
because he meant so much to me.
She continued to explain that after two years the hurt had not changed, it still hurt:
"Well, you saw me crying a minute ago. It hurts still. It will never get old. As I
tell a lot of people, I will get older, but it'll never get old. It'll never grow old."
Frequently with deep emotions and resolute voices, many other participants
stressed the unchanging and continuing pain, since the death of their adult children:
It was a painful time for us, and it has continued to be painful. Of course
we were hurting (when we first heard of the death), but make no mistake, I
still hurt. But, there were still times you know, when it would be real
fresh, especially when somebody else lost a child, it would always bring
us back. I have such mixed emotions. I still continue to weep, even
though I know where she is. I still have a lot of bad moments, and
sometimes it seems like you just want to cry.
Just Not Real
Most of the participants talked about their initial shock and disbelief, and the
continuation of the disbelief. It seemed as if the elder simultaneously believed the child
was dead, but also refused to really believe the child was dead. Years after the child's
death, many of the participants continued to keep the child's room completely intact, had
conversations with the child, and reacted in ways that would have been pleasing to the
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child. Since the experience was frequently described as an "unnatural experience," the
elder had difficulty completely accepting the reality. The act of giving up the adult child
was a major concession, even to the point of impossibility. This theme was named just
not real to capture the elder's inability to truly comprehend the death.
All of the participants took a great amount of time to explain the circumstances
before and after the death. Participants frequently described the reactions of immediate
shock and disbelief after hearing about the child's death. Transcript examples include:
No, there's no way that could happen ...
We were in shock for several days....
There were so many things going through your mind at that time. It is just
hard to really believe that she's gone.
It just didn't seem real I had talked to her two nights before. She said she
was tired. That wasn't anything new. She usually seemed to stay tired,
because she didn't sleep much. But, she seemed okay.
I think my first words were, "Oh, no...no...it can't be...can't be
They said that he had died, and we were just, of course, in total shock,
couldn't believe it. All the friends were calling, people were coming, and
all this sort of thing. We were still in shock, we had no idea, just couldn't
believe it.
As the interviews continued, the participants would interject continual feelings of
disbelief, even though it had been several years since most of the adult children had died.
Most of them would momentarily stop and reflect before they admitted that they had not
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resolved those original feelings of disbelief. It seemed most had not anticipated
discovering this lack of resolution. Responses included:
But there again I just couldn't accept it, you know at that time. It is just
hard to really believe that she's gone.
It just seemed unreal...it still seems unreal to some degree. I've even
called her old telephone number, expecting to get her answering machine
or her to say, "Hello." On Sunday night, the phone would ring about 9:00
or 9:30 I picked up the phone and I expected to hear her.
Oh, my first Mother's Day, I kept wishing that the phone would ring, I
knew it wouldn't. Let me say this, say this more than anything. Ever since
she died, I know that she died, I know that she's not in here, I know that
she's not coming back, but I've had a hard time making myself believe. I
just don't want to believe it, you know. I know it's true, that it's a fact, and
yet day after day I find myself thinking, "This is just not real." I look at a
picture, this can't be real, it just can't be real. So on Mother's Day, I
wanted to hear that familiar voice.
Our memories, for the greater, part are good. It does make us feel close to
her, and it does make us feel like she is with us, still a part of us. That
while we are separate, though we can't converse with her, she's still not
away from us.
One participant mentioned an ongoing verbal relationship with the child. She
described talking to the adult child "in her dreams" and she told how these conversations
help her feel better.
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I was just in the car. I dozed off and there was a dream. She (participant's
daughter) said, "Mother, have you got tired?" And I said, "No, I've been talking
to Jim. We talk in my dreams and we do. I don't know how many times that has
happened. It keeps me going. And I believe that that's the Lord's way of letting
me know that he's alright, and that I'm alright, because my dreams are just like
I'm talking to him right there, and that has happened several times. I just have a
blue spell and then I have that dream there, it's just so real. I just talk, just like
Jim and I sit here, because right here is where we sat and talked. He sat right
there. I can see him so many times.
Missing/Holding On
The next theme, missing/holding on, was found in all of the interviews. Many
participants stated how strongly they still missed the children. After the interview it was
unmistakable that they all still missed their children. As they miss the child they strive to
remember, hold onto the memories, and continue contributing to the memories. Important
to the participants were the ways they had created to remember and hold onto the
children's lives and acquaintances. Some of these activities involved leaving a legacy,
keeping and maintaining the child's possessions, continuing a tradition, and remembering
a tribute that had been given to the child. Through these activities the child could be
immortalized. Frequently, he or she became the ideal child. An elder stated "He would
have always been there for me." The eider's future with the child was not fully
relinquished.
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After the death, holding onto the memories became a vital task for the elder.
Many elders believed that aging would cause impairment of their memories and they
feared memory loss. After the death of an adult child, these elders were afraid of losing
the memories of their adult children's lives. They lived with the haunting possibility of
forgetting. Thus, keeping the child's memory alive became extremely important. Parents
wanted to foster memories and to create ways for those who knew the child and those that
did not know the child to have a sense of that person. For example, participants discussed
the frequency of the memories and the continuing nature of the memories. They stressed
a "seven days a week" remembering, in almost the same words:
I will always remember ....You remember her (spoken very loud), She is
always there in your mind, and to me, she is still just like she was when
she passed away, she hasn't aged a bit in my mind. I have so many
memories we had together. I just can think back, the times we've had,
(stated slowly with emphasis) the wonderful times we've had.
There's not a day that goes by that you don't remember something.
But, you know, there's not a day that goes by that we don't think about
him or talk about him.
Every time I go hiking, which we did together, and what I take makes me
think of him you know. No, nothing brings it back, doesn't have to,
because I think about him all the time anyway.
And, it never goes a day without hearing something on the TV, or reading
something, or seeing something that does not remind me of him, even
today. And it happens almost on a daily basis. I have never forgotten him.
68

Hardly a day goes by, or a day doesn't go by, that something doesn't
remind me of her.
There isn't a day that goes by that I don't think of him, I'll see somebody
driving a car and it reminds me.
Participants stressed the good memories and how that helped them hold on:
Her mother will show me something sometimes, a picture, and we'll cry
again and it'll bring back some memories. We've got some pictures of her
sitting at the house, and at the table. Her sitting in my old, stiff chair in the
den with the cat in her lap. Our old cat loved her. But, our memories, for
the greater part are good. So, these things give us pleasant memories of
her. So, I choose to think about the good moments.
There's always good memories. I don't ever think of the bad stuff, because
all that was just teenage stuff, discovering his bull-headedness. I forgot all
that. I always try to remember what he was doing when he got married.
From that point on, he had a wife and trying to· work to support his family
and all he was doing was what he's supposed to do.
Important to these elderly participants was a need to confirm how well they could
remember:
Our memories of her since her passing have been as good as they were
when she was here.
I remembered everything that he'd ever done from the time he was a little
boy, it's all come back to me now. Sometimes I'll think of one thing and
then another thing that had happened.
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It's just like that picture of her. I look at it every once in awhile, and it
makes me relive it again. But I don't want to forget her. I really don't want
to forget her. She was too much a part of my life.
Many participants described different ways they were missing the child and yet
holding onto the child by recognizing the child's characteristics in surviving relatives and
by familiar possessions. Examples of these are:
I miss her so much... I miss our joking with each other, but most of all, I
miss our serious conversations.
I guess my loss would be the times we had together, so, you know I just, I
just miss him.
Her daughter, she has ways that makes me think of her. Lot of her
daughter's ways/mannerisms are like her ... living with a person you do
things like they do.
Elders are amazingly creative in ways they find to honor and remember their adult
children. They consider the habits, thoughts, and values of the child and in this way he or
she continues to be a part of this family. Tributes and remembrances are important to the
elders; it gives them a sense of holding on and continuing the child's memory.
And to give her a legacy that will go on, and in honor of her life. One man
gave a thousand dollars worth of Gideon Bibles, which is 250 or so bibles,
in fact, around 500 bibles were given in her honor and memory to the
Gideons. We did that in lieu of flowers; flowers are so temporary.
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We like to think that what we've given away of hers has helped make
somebody else's life a little bit better because of her. And she would've
wanted that too.
He had a girlfriend that he was close to. Every year, on his birthday, she
sends a donation to the library in remembrance of him.
Struggling/Seeking Solace
The theme struggling/seeking solace is a lifelong effort after the death of the
child. The bereaved elders learn to live in a different world. They_ report a sense of loss
that has not healed and is seeking solace. The elders reported "helpful" ways they
adapted or coped with the death and ways they use to find solace. They found consolation
in many behaviors and strategies. In psychological terms we might say that the
participants used avoidance, compartmentalization, and rationalization. For example:
Of course my problem was I got down into that philosophy of asking why
because it was hard for me to understand why in the heck he had to die. I
think I ran around for about 3 or 4 months with a sad face and finally
figured it out that there wasn't any answer to this "why" stuff.
I couldn't go down there. I just couldn't go to the funeral. So everybody
was coming here to see me.
I just couldn't accept it at that time, I think you accept a little bit at a time.
Their parents' experience is about their struggle or working through the events in
order to continue a relationship with that child or come to an understanding about the
death. They struggled with many concerns. The struggle included continuing a
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relationship with others that were linked to the child. They also struggled .with what to do
after the death. They struggled to maintain the child's presence in the world. Most
important, they struggled to find ways to survive in a world without the child. Examples
that described their struggle included:
But, always it seems that when I'm having a bad day, there's somebody
else that needs to be ministered to, so I get busy ministering to them. It
helps me make it through the day, through the bad days.
There was a lot of times I would have liked to taken the grandchildren
over here you know and kept them as my own, but you never know
exactly what to do, what's the best thing to do, but we struggled through
it, of course there was some times that things didn't go like you would
have liked for them to have gone, but you can't map people's lives out for
them.
And grieving has been a step-by-step process that we've had to work
through. At times, we still cry, like I'm weeping now.
Some things you have to work through. It's a step-by-step-by-step. It's not
something that comes all in a rush.
If my losing my baby at 3 8 years of age will help somebody else work
through it, go through it, and understand that one of the keys is that you
grow up having a good relationship with your kids.
What to do and what not to do. And we finally worked through it.
Seeking solace through tapping of spiritual resources was often mentioned as a
significant source of comfort.
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We get help from the Lord you know, your friends, my church family. I
don't know how anyone gets along without a church family.
So it was the prayers of the people that kept me. You know you can feel
when people are praying for you. You can feel it.
I don't think I could have handled it well at all if I did not have the
relationship I have with Christ. I just don't think I could've handled it at
all. I think I probably would have been bitter, I would've been angry, I
would've seen what I have seen in some others before this and wondered
why. But then I think back and I remember that a lot of them did not have
a close walk with the Lord, they were not closely tied with the church,
they did not have a spiritual family to comfort them and to strengthen
them in those times.
Elders sought solace by continuing interactions with an inner representation of the
dead child. As defined by Klaas, inner representation is a sense of presence, belief in the
person's continued influence, and memories of the dead person (DeSpellder, 1995). The
meaning of the inner representation is strongly personal.
Elderly parents maintained solace by linking objects that were connected to the
dead child's life to their memories. The objects evoked the presence of the dead child.
The objects assisted the parent to feel the presence of the dead child, even though the
child was dead, the child continued to live.
What I see around the home, they're just her. They just have her written
on them. Her little car we still have. Every time I see it, I picture her
driving in it; I picture her loading it up, getting ready to back home.
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Sometimes the linking object was a letter or a Scout medal
We still have all his Scout medals, he was an Eagle Scout, and we have all
of those out. You know, I just felt like I don't ever want to forget that he
was part of our family.
But, just about every letter that she had written, I would say, since she was
in high school, I had kept. I've laminated those, most of them, and when I
just really want to feel close to her, I read one of those letters.
A sense of smell or mannerism also linked a parent to a child:
I stayed and spent the night in her apartment, and I slept in her bed. I
thought I couldn't do that, but I found it made me just feel closer to her, all
of her smells and fragrances.
Her daughter, she has ways that makes me think of her. Her daughter's
ways and mannerisms are like her.
Many elder parents find solace in memories. Elderly parents have many memories
of their adult children. Frequently the adult child was involved in the community, had a
family, and had shared a significant part of time with the parent. In remembering, the
parent can return to another place, a place where the child lived and find solace.
I will always remember ....You remember it, it's always there in your
mind, and to me, She's still just like she was when she passed away, she
hasn't aged a bit in my mind. I have so many memories we had together. I
just think back, the times we've had, the wonderful times we've had.
Like I said, that's one thing that helps me is remembering and talking
about him. And you know, he lived and he was a big part of our lives for
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all of his life. So, that is good, to remember. You know, I just felt like I
don't ever want to forget that he was part of our family.
Many participants found solace in memories of their relationship with the child,
the child's personality, the child's accomplishments, and components that illustrated their
characteristics. Participants talked about shared experiences and the child's impact on
others. Respect, approval, and appreciation were evident in the rich memories of the
children's lives. One participant enjoyed reading clips from the newspaper about her
politically involved son. Any activities that were not viewed as positive aspects of the
child's lives were quickly dismissed as not important. Clearly, remembering relationships
were significant ways to seek and find solace:
I can think back on certain times things we did together you know. She
was my right hand man, she was there when I needed her, she was there if
I needed to talk about something. The times we've had, (slowly with
emphasis) the wonderful times we've had, and of course, she has given me
two grandchildren.
From every source that we were involved with, whether it was at work, or
at her church, or job, we were seeing a lot of positive comments about her.
These things helped us during this time.
I always try to remember what he was doing when he got married. From
that point on, he had a wife and was trying to work to support his family
and doing what he's supposed to do.
He was a good kid. We never had any problems with drugs or anything of
that nature. He loved the outdoors like I do. We used to go hiking and
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camping and whitewater canoeing. So, we had a good relationship and he
was a good kid. You know, he knew where he was going, he was a
Christian, accepted Christ at an early age. You know we have nothing but
good things and I guess there's not a week or a month that goes by that
somebody doesn't remember him in some way to us that they knew him in
this capacity or that capacity.
Although it was difficult for some of the participants to admit, they also found
solace in positive changes that resulted from the death.
It's made me a little more compassionate, it made me a little more tolerant
of what they're going through. I think much more willing to give folks the
benefit of the doubt now than I was. I'm being a little more interested and
praying a little more for some of those than I would have in the past. A lot
of times I would have probably just shrugged my shoulders and moved on,
I don't know, I don't understand. It's made me a more compassionate
person. I think I've always loved people, but it made me love people more,
and want to risk the vulnerability of myself in order to help people, even if
it means I get hurt.
The goodness of people .... it has reaffirmed my faith in the fact that when
people really know you're really hurting, they'll respond and do what's
right, do what's needed to be done. It has served to strengthen our faith
and to just make us want to live the remaining years we have as full as we
can, and give as much of ourselves as we can to others.
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If anything it has enabled me to become more God-conscious, more life
conscious, what I'm doing to try to make it count.
It's hard to think that her death has enabled us to help other people, you
know. But we're glad, that we can't bring her back, but we can use the
money that was there to do things that maybe we could never have done.
It just really is a blessing in disguise. You don't want to think of it as a
blessing, but yet it's how God uses everything in your life. We've learned
that you love deeply, but you hold onto things, especially possessions you
hold on, because they're going to be here today and gone tomorrow.
I think you work a little bit harder to hold on to what you got. I think it
brought us closer together. Our family, we have got to hold onto each
other.
I accept things better than I used to, and you have to, to an extent, you
can't let everything just pile in on you.
Summary
This phenomenological study revealed that the death of an adult child has deep
personal meaning. During the interviews, the elders acknowledged that their lives were
permanently changed from the death experience. The change in their lives revolved
around the continuous themes of lifelong hurt, struggling/seeking solace, missing/holding
on, and just not real.
The participants' spoke of the meaning of the death of an adult child as an
isolated experience, involving only the individual parent. The loss was not described as a
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shared experience, even though many participants still lived with the adult child's other
parent. As one participant solemnly stated "It was my loss." Support groups, family, and
friends were rarely mentioned. One participant stated "I did not think of how it affected
others, I was not sympathetic."
While none of the participants knew each other, their experiences were described
in much the same way. In all of the interviews, no one mentioned any of their feelings
being resolved or decreasing, including the pain or hurt, the struggles, the disbelief, or
missing the child. All of the participants related a lifelong hurt including a continuing
daily pattern of emotions and struggles that started immediately after hearing of the
child's death.
The participants spoke of the meaning of the death of an adult child as a
continuing daily experience, provoking intense emotions. The experience had become a
complex process encompassing a range of responses, experiences, behaviors, and
reactions. The continuing nature of these experiences persisted in all of the interviews,
regardless of circumstances such as the amount of support, length of time, or type of the
death. The participant's daily "grief' experiences had become a part of their lives. The
lifelong hurt is a permanent part of an elder's life and future, just as the children were
before their death.
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Chapter V
Discussion
The goal of this research was to provide a description of the thematic structure of
the experience of the death of an adult child to an elder. This experience remains greatly
unexplored. The death of a child is possibly the most penetrating loss elders and other
parents experience. This study .found that the elder parent's experience is distinct in
quality and meaning. It has both similarities and differences with studies that were done
with younger parents and other bereaved elders. The participants' unique experiences
have definite existential qualities that are rooted in being a parent and elderly. The most
striking and apparent characteristic was that the elder's experience was continuous and
not an experience with an ending point or even a resolving quality. In this chapter we
review the themes of the experience and discuss them in relation to previous theory and
research. Implications for nursing are presented as well.
Thematic Structure
Lifelong Hurt

Participants never mentioned their grief as being resolved. This finding conflicts
with classical grief theorist Eric Lindemann (1944) and Gerald Caplan (1964) who
claimed that grief should be resolved in 4-6 weeks and also that if the grief was not
resolved within this period, psychiatric care was needed. Afterward, Caplan (1974)
revised the time period to an unspecific longer period of time. Bowlby (1982) and
Worden (1991) concluded grief could last longer than previously suggested. According to
many modem grief theorists, Bowlby provided the first sound theoretical basis for grief.
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Based on the findings from this current study, it can be strongly suggested that
elders may never resolve their grief after the death of an adult child. A lifelong hurt was
expected the rest of the elders' lives. Most of the elder participants stressed the
unchanging pain and hurt. Frequently, it was difficult to discern if the elders were
discussing events immediately after the child's death, later events, or current events. As
the elder was discussing the experience, often the time of an event had to be clarified.
One participant's son had died two years before the interview and she clearly explained
her continuous grief:
"It hurts still. It will never get old. As I tell a lot of people, I will get
older, but it'll never get old. It'll never grow old."
Another participant expressed the continuous pain:
"It was a painful time for us, and it has continued to be painful."
This finding supported the conclusion from Costello and Kendrick's (2000)
research with elder spousal bereavement. The results of their study challenged the
concept of grief being a linear process, with a beginning and an ending. Their findings
indicated that elders retain and adjust an emotional relationship with their deceased
partners and this forms a continuous process. Consistent with these findings Steeves
(2002) reported the last grief stage was dominated by a surprise that they had not "gotten
over it." According to the participants in this current study, they also continued to
experience a great deal of distress and impaired quality of life, due to the continued pain,
many years after the death of an adult child. The participant's description of a lifelong
hurt was entangled throughout all of the interviews.
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Just Not Real

Attempts at reparation suggest that the elder does know the adult child is dead.
Yet simultaneously, the child's death may still continue to be denied. In many instances,
the child continues to be a presence in the eider's life. The adult child is in the past, but
also is in the present and the future. John Bowlby (1982), in his book on loss, describes
this paradox:
On the one hand is the belief that death has occurred with the
pain and hopeless yearning that it entails. On the other is
disbelief that it has occurred, accompanied by hope that all
may yet be well and by an urge to search for and recover the
loss person.
This searching or disbelief may express itself unconsciously or consciously. Many
participants tried to avoid or deny the finality of the death. By continuing to deny the
reality of the death, the participants could somehow believe that the child was still alive
or present in some form. Some participants left the children's rooms completely intact, as
if they were expecting them to return. Another participant envisioned her son sitting at
the table and frequently talked to her son. Some participants still expected to hear the
child's voice on the phone.
The theme ofjust not real is consistent with a recent gerontological qualitative
study by Black and Rubinstein (2003 ). The researchers explored the personal meaning of
suffering with a group of 40 elders that were 70 years old or older. They reported the
elders experienced a sense of profound unreality and a sense of alienation. The elder's
sense of time was also affected by suffering. Time passing in present suffering was
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different from time passing in presuffering. Similarly, the researchers also concluded that
elders' experiences were unique and incomparable.
In addition, younger parents have reported a postdeath interaction of parent and
child (Edelstein, 1984; Klass, 1993). Similar to the interactions reported by the elder
participants in this study, the way the parents talked about the interaction to researchers
seemed to indicate that the child continued to exist. Sometimes it was a sense of a
presence or it involved an exchange of words. Some parents discussed having mental
conversations with the child, as did the elder study participants.
Most of the elders that participated in this current study expressed a sense of
profound unreality. They described an almost perfect child, rarely mentioning any
negative qualities, supporting research associating denial with an exaggerated
representation of the child (Raphael, 1983). Also, participants described an experiential
liminal state. In this dreamlike condition, time was reshaped into a sum of past time,
present time and future time.
Missing/Holding On

Very important to the elders in this study was holding onto the memories of the
adult children. Elder parents may struggle with trying not to forget the memories.
Participants discussed the frequency of the memories and the continuing nature of the
memories. In very similar words many of the participants stressed a "seven day a week"
remembering. A few even tried to remember more memories than previously. For many
elders, having the child forgotten would be almost as bad as another death. Remembering
can be seen as an act of loyalty and respect (Brice, 1991). Not to remember can be
viewed as disrespectful, disloyal and unfaithful.
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Elders were amazingly creative in ways they found to honor and remember their
adult children. Tributes and remembrances from others are important to the elders and
provided them with a sense of holding on and continuing the child's memory. The elders
recounted how special the child was. They· said many wonderful and praising things
about the child. These may have been metaphoric truths. These statements are similar to
other writings on grief (Rando, 1986; Raphael, 1983; Rubin, 1993). As with this study,
research with younger parents suggests that parents may also try to cope with the child's
death through idealization. Other children seem imperfect and fall short in comparison.
This has been described as a way younger parents hold on to the dead child.
According to Klass (1993), hanging onto reminders helps to evoke the presence of
the child. This study supports that phenomenon. Elders were extremely protective of
reminders of the child. Many of the participants in the current study worked to preserve
the child's room or carefully stored the child's memorabilia in a safe place. Many elder
parents prominently displayed pictures and awards of the deceased children. Reminders
help explain who the child was (Klass, 1996). These reminders could stimulate
conversation about the child and thus continue the child's presence in the life of the
participants and others, maintaining an ongoing connection with the adult child. In
coveting and protecting the reminders, the elder is saying to others that their relationship
to the child is still extremely important and the adult child is still very much present for
the parent.
Worden (1991) suggested four tasks in individual mourning. According to his
understanding of mourning, the last task is for the bereaved to emotionally relocate the
deceased and move on with life. After this task, Worden concluded that mourning can be
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finished and the bereaved person will adapt to new roles. Comparing this task to the
current research, the participants had continued their lives, but had not "relocated" the
deceased. Most of the elders had enduringly placed the deceased in the center of their
lives.
Struggling/Seeking Solace

The participants frequently described struggling with the death of an adult child as
working through the death. It is a common assumption in Western cuJture that a person
must "work through a crisis." "Working through" has been defined as a cognitive process
of facing a loss, recalling the events surrounding the death, focusing on memories, and
working through a detachment from the deceased (Stroebe, et.al., 2001). It is described as
an active ongoing effort to come to terms with a death (Rando, 1993). This process is
viewed as being painful, bu� necessary, in order to deal with the experience (Rando,
1993, Worden, 1991).
Recently new studies have investigated the value of working through a loss. There
are few studies comparing the confrontation versus the avoidance strategy to deal with
death. Most studies did not support the premise that individuals who worked through
their loss were better able to cope than those who did not (Bonanno & Keltner, 1997;
Cleiren, 1993). Making this type of research difficult, there are many different ways to
work through a loss compared to avoiding the thoughts and feelings associated with a
loss. Research suggest both confrontation and avoidance strategies may produce positive
effects and difficulties (Stroebe, et.al., 2001). Perhaps a misleading assumption of elders,
healthcare professionals, and support groups is that a bereaved person must face their
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griefor work through it in order to heal. "Working through" is an area in profound need
ofadditional inquiry.
In this study, the elder's experience was about the end ofa long relationship with
a living child, struggling through the experience, and seeking solace. Their experience
was about their struggle to continue some type ofrelationship with that child. The elder's
struggle includes continuing relationships with others that were linked to the child. They
struggled to maintain the child's presence in the world. They struggled to survive and to
find solace in a world without the child.
Parallel to other studies, elder parents reported finding solace in personal growth.
These findings are similar to the conclusions in the Laakso and Paunonen-Ilmonen (2002)
study. The younger parents in that study also expressed personal growth after the death of
a child. Also, in another qualitative study, Bernstein's ( 1997) research findings were
found to be consistent with this study. Positive effects Bernstein listed were parents'
enhanced empowerment, courage, confidence, self-respect and assertiveness. He added
that most parents had a greater appreciation oflife. A learned humility and strengthened
character were other positive results resulting from parental loss reported in Bernstein's
study.
Douglas (2004) examined bereaved individuals' experience ofloss. Themes the
researcher identified were profound emotional pain, a deeper sense ofspiritual
awareness, a better understanding oflife, and changes that caused depression and suicidal
ideation. The participants from the current study revealed many similar positive changes
that resulted from the death oftheir adult child, but unlike the Douglas study, no mention
ofdepression or suicide was made. The elder participants reported more compassion and
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more tolerant feelings toward others. They also reported an increased ability to risk being
vulnerable. They described a deeper appreciation for the goodness of people, a
strengthening of their faith, and an increased desire to fully live life.
Research on personal growth is an emerging subject. Personal growth is
considered to occur when individuals' social and personal resources are enhanced after
bereavement occurs (Stroebe, et al., 2001). In recent bereavement studies (Klass, 1996;
Schwab, 1990), younger parents believed good had resulted from their child's death.
Another study reported parents, whose children had died many years earlier from cancer,
viewed their marriage as improved, their family was a higher priority, and they had
greater empathy with others' problems (Martinson, 1991). In this study, the adult child's
death also assisted the elders to help other people and allowed them to accept things
better. The elder participants reported their family was closer together. One participant
explained the changes in her life and the positive aspects and stated:
"It just really is a blessing in disguise. You don't want to think of it as a
blessing, but yet it's how God uses everything in your life. We've
learned that you love deeply, but you hold onto things, especially
possessions you hold on, because they're going to be here today and
gone tomorrow."
A person's age and developmental stage may influence the experience of personal
growth after a death. The elder may have acquired better coping skills from previous
bereavement experiences. Despite the intense grief, many elders confronted or attempted
to work through the experience and found solace in ways that led to personal growth.
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Omissions
Sometimes what is not said can be as, or more revealing than what is said. It is
important for the researcher to pay close attention to what was not said. One reason for
the gaps may be that they are too threatening or painful to deal with. These omissions
could be forewarnings to healthcare providers that these areas might be too sensitive to
enter; conversely, they may need additional attention. Symptomatology is one such topic.
Previous research strongly suggested younger bereaved parents and other elders
have intense symptomatology associated with bereavement (Osterweis, Solomon, &
Green, 1984; Rando, 1986). The elders that participated in this study did not mention any
distressing mental or physical symptoms. One might surmise that merely asking about
symptomatology might get an affirmative answer that is not necessarily relative to the
experience. As with the Anderson and Diamond ( 1995) study, physical symptoms during
bereavement may not be related to the bereavement, but instead related to the
participant's age and previous health status.
In the current study, there was nothing said about the death in relation to society.
For example, the elder whose son died of cancer never talked about how society should
put more time and resources in cancer research. The elder whose daughter was killed in a
car accident did not talk about the number of deaths in the United States related to car
accidents. She did not talk about cars being built safer to prevent further fatalities. No one
talked about the death in relation to the community. They did not talk about how the
death adversely affected the child's community. They kept the interview focused ori their
own personal loss. Focusing on corporations, Congress, or society's way of life might
seem fruitless. Elders might find it physically tiring, emotionally exhausting, and
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frustrating. Unlike younger parents, elders would be especially challenged to find
resources to take on such matters.
During the interview, most participants expressed very little difficulty with coping
and depression was rarely mentioned by the participants. This finding supported other
studies on coping and depression in the elderly during bereavement. Previous research on
elders' ability to cope, after experiencing the death of a significant person, suggested
elders were significantly composed, enthusiastic about life, and relaxed (Farberow, et.al.,
1992) Depression during grief was not found to be associated with the grieving process,
but other factors in the elder' s life (Dimond & Caserta, 1994).
Several other potential themes were not uncovered in any of the interviews.
Completely absent from the interviews was any mention of "getting over" the grieving
process. This was in stark contrast to the assumptions of the classical theories. None of
the participants reported inability to express how they felt nor did they say there were no
words to describe the experience. Most of them seemed to be waiting for the opportunity
to tell about the experience. Rarely did they say they could not remember an event
pertaining to the experience or even certain words that were spoken that related to the
experience.
Even though they were all very eager to participate in the study, they rarely
mentioned talking with anyone else about the child's death and its aftermath. This lack of
talk about the death of the child could be interpreted as the result of culture. It could be
the way these individuals were raised or a personal characteristic. Some people,
especially the elderly, are raised to deal with psychological problems themselves. In some
families, difficult topics are not dealt with openly. Reticence to talk could be a reflection
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of how personal the loss is to the elder. Perhaps, it could even be a way to avoid a
disagreement on the details.
Implications for Theory
Most of the research on bereavement has been done using quantitative methods
(e.g. Hogan, Mores, & Tason, 1996). Edmonds and Hooker (1992) suggested that a
qualitative approach would clearly represent the true voices of the bereaved without
imposing a framework. This research was designed to use the phenomenological method
in order to best achieve the study's purpose and provide a deeper and clearer
understanding of the experience.
The experience of the death of an adult child to an elder is situated in the
existential ground of time. It is from this ground that all of the themes emerged. The
elders clearly defined and described the experience of the death of their adult child in one
dimension of time. During all of the interviews, it was very difficult to distinguish the
time of the events. Frequently, the participants were asked to clarify time (past, present,
or future) of the events. Past, present and future were inseparable. It was a single
dimension of the participant's subjective time, a reality of one time that is centered on the
adult child.
The elder' s grief experience was distinctly never-ending. The_ elder was
constantly reflecting on the events of the past, describing the child's influence on the
present, and connecting the child to the future. All three times construct a single
immeasurable time experience. From this single moment of time, the themes lifelong
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hurt, struggling/seeking solace, missing/holding on and just not real emerged, describing
the meaning of the eider's experience.
The concept of time was explored by Martin Heidegger in Being and Time (1927).
It was his perception that humans are temporal creatures who, in effect, exist within time.
This, in effect, is living simultaneously the three chronological moments of past, present,
and future. In this shared relationship of time, the past is construed not as simply the
"past," nor is the future simply "not yet," but in essence both come together and are
integrated in the time present. The elder participants and Heidegger's view of time are
congruent.
The existential ground of others was not as significant as time in the study. Prior
to interviewing research participants, one might guess that others would be figural, since
the elder could refocus on others that are living, rather than the adult child who died.
Instead, the existential ground of time was very predominant and refocusing on other
significant people was not expressed.
In addition to relating the study findings to existential phenomenological writings,
the elders' experience can be viewed from the theoretical perspectives of Margaret
Newman's Theory of Health as Expanding Consciousness and the Pinwheel Model of
Grief. Most of the nursing studies using Newman's Theory of Health as Expanding
Consciousness have been qualitative in nature. As in this research, Newman's Theory of
Health as Expanding Consciousness recognizes dialogue as a meaningful aspect of life
experiences. Applying the theory to the present study findings, activities of
consciousness, such as struggling and missing, reflect the person's inner movement
pattern. Margaret Newman (1990) defined nursing as the act of assisting people to use the
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power within them to evolve towards higher levels of consciousness. The elders' personal
growth is a higher level of consciousness. Using this theory, the nurse prepares for
interaction with the client, facilitates the recognition of clients' patterns and respects the
clients' choices in pattern recognition. Newman described personal meaning as the main
focus in the nurse-client collaboration.
In the Pinwheel Model of Grief (Solari-Twadell et al., 1995), grieving is seen as a
dynamic process, with the central theme being personal history of the griever. In the
diagram of the model, grieving is surrounded by six core themes: (1) being stopped, (2)
pain and hurting, (3) missing, (4) holding, (5) seeking, and (6) valuing. As with the
current study, many of these themes are deeply embedded in the inner experience of elder
bereavement. Also, these themes are cyclical, instead of moving into surrender and
rejoining the previous life. Matching this study's findings, the Pinwheel Model
symbolizes the unique individually lived loss experience, with its subsequent grief and
lifelong occurrence of bereavement.
Over the past century, models and theories of grief have been based on the
assertion that healthy recovery includes individuals working through grief within a
relatively succinct period of time, resolving the loss, and returning to their earlier level of
functioning (Bowlby, 1980; Freud, 1917; Lindemann, 1944). Recently, this scholarly
perspective has been seriously questioned (Rando, 1988; Stroebe, 1993). After
examination of the current data, the premise of resolving the loss and returning to their
earlier level of functioning was not supported. The findings indicate that rather than
returning to the previous level of functioning, elderly parents experience a different level
of functioning. The experience leads the elders into emotional introspection and
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existential questioning. From that philosophical contemplation, they understand that they
had become different than they had been before the death. They now view themselves as
more insightful, tolerant, forgiving, compassionate, resilient, and loving. Other
researchers, using qualitative studies, have identified personal growth as emerging as a
consequence of being transformed from grieving a loved one's death (Braun & Berg,
1994; Hogan, Morse, & Tason, 1996).
Implications for Nursing
Practice

Nurses need to look at an eider's developmental stage when addressing the death
of an adult child. Developmental tasks for elders that are affected after the death of a
child include forming new family roles, adjusting to change, adjusting to the death of a
loved one, conducting a life review, and facing the inevitability of one's own death.
During Erickson's (1963) developmental stage of ego integrity verses despair, the eider's
role is drastically changing and adjusting. With these occurrences, the elder is attempting
to gain a sense of integrity (Erikson, 1963). As the elder reviews experiences and
relationships, it is important for the elder to conclude that these have been mostly
positive. Failure to positively resolve this evaluation might leave the person with a sense
of despair and hopelessness. The satisfied, well-adjusted elder serves as a positive role
model for future generations and increases their own quality of life. After the elder
experiences the death of an adult child, the nurse can develop interventions to assist the
elder to make peace with oneself and acknowledge that this is an imperfect world.
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Healthcare providers may help bereaved elders cope with grief by inviting them to talk
about the death and any circumstances or events surrounding it.
Participation in this study may have been helpful for various reasons. Teaching
others about something is one of the most effective ways to learn about it. It may be that
describing one's experience is similar to teaching others about it. Therefore, the
participants may have learned more about their grief experience through the interviewing
process. It provided a valuable opportunity for the elders to reflect on the experience.
By better understanding the meaning and by considering the elder' s description of
the experience, nurses can better plan nursing care and interventions in collaboration with
the elders. It is necessary and important that elder bereaved parents have someone
available to discuss the experience (Brice, 1989). This professional relationship should
provide a safe place for the elder to describe the experience. The relationship can lead to
new realities and new self-realizations. Richardson and Balaswamy's (2001) recent
research with 200 elder widowers supported the positive affect of talking about the loss.
They concluded that positive exchanges have positive affects and will enhance well
being. Elders appreciate and value support through listening and acknowledging their
experience.
During this research, elders seemed to benefit from discussing their experience in
a personal yet professional forum. This finding has implications for nursing intervention.
Nursing interventions that would assist the elder are:
•

Provide opportunities for listening and support

• Avoid setting a specific time limit for grief
•

Promote the elders' feelings of self-worth and personal growth
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• Demonstrate respect for the elder's unique experience
• Encourage a time for recollection of special memories and collecting,
arranging, and displaying memorabilia.
Nurses that care for elders should be knowledgeable about their grieving
experience. From this study, nurses should recognize the need to share with elders the
opportunity for personal growth. Also, the grief experience can facilitate positive changes
in attitudes and values. Important to an elder's developmental stage, the grief experience
offers a deeper understanding of life and death, that before was not possible. Nurses need
to know that the elder's grief experience after the death of an adult child does not have a
distinct ending.
Education

A goal for nursing education must be to promote and improve gerontological
nursing education. Elders expect nurses to respond to their needs. As the elder population
continues to significantly grow, this population will experience the death of adult
children and others. Consequently, gerontological and death education must be important
parts of the nursing curriculum. Nursing educators must continue to encourage
curriculum committees to include both subjects in significant quantity and quality in
nursing education. The direction of gerontological nursing relies very heavily on the
vision of nursing faculty and nursing curriculum that may or may not stimulate a
student's interest in caring for the elderly. Nursing educators should ensure that student
nurses have appropriate attitudes, knowledge, and skills to care for elderly clients.

94

The numerous needs and special nature of elder care requires special education
and training. Similarly, all nursing students need to confront their feelings about grief and
death and be professionally and personally prepared to respond to the elder' s grief
experience. Nursing education has the opportunity to challenge nursing students to
successfully care for the elderly. An important step in gerontological nursing education is
to recognize that nursing care to the elder does not end with the death of the adult child.
The death of an adult child changes the elder' s life and the intense grief experience may
acceptably continue long after the death of the child.
Nursing care for elderly clients is an honor and a privilege. Especially in
gerontological nursing, nurses' words, actions, assistance, and guidance are remembered,
appreciated, and cherished. Nurses should be educated to adequately assess the elder and
offer meaningful support, after the death of an adult child. Nursing educators should
promote gerontological research.
Research
Gerontological care should be based on scientific knowledge. Many challenges in
gerontological research are still basically unexplored. By listening to the concerns of
elders, nurses can find limitless opportunities for research. One challenge that has been
largely ignored is the experience of the death of an adult child to an elder. Further
research in this area is needed.
This study makes a contribution to the research literature because the elder
experience has not been described elsewhere. Contrary to many other research findings,
the elders did not report any symptomatology associated with their grief. Also, the
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experience described by the elder participants' conflicts with many cl�ssical theorists.
The findings from this study did support the work of more recent grief and bereavement
researchers.
A follow-up study, using the same participants in this study, could further support
the need to provide elders more opportunities to discuss their experiences. Designing the
study to evaluate how participating in this study affected the elders would be useful. The
findings could support the need for more phenomenological studies. Longitudinal
research is needed to better understand the meaning of the loss and how the eider's life
progresses after the death of an adult child. Research focused on an elder' s personal
growth after the death of an adult child could offer a better understanding of the
experience, interventions, and coping. Another area of research that needs to be examined
is the meaning of the death of a grandchild to an elder. As mentioned earlier, "working
through" is an area of need of additional research.
Conclusion
The existential-phenomenological method was an effective research methodology
to gain a clearer understanding of the experience. A particular advantage to this
methodology is that the data came directly from the participants, instead of being the
result of forced choices from predetermined categories. The data from the interviews are
the core of what elders have to say about the death of an adult child. This method allowed
for clarification of the data by the participants at the time of the interviews. This helped
the researcher avoid inaccurate inferences and assumptions. The knowledge gained is
expected to be accurate and complete.
96

This investigation accomplished the goal of describing the experience and
meaning of the death of an adult child to an elder. The study was about what elder parents
had to say regarding their adult child's death and what happened in the aftermath. In
every interview participants told an emotionally intense succession of events focusing on
their child's life, the events before the death, the circumstances of the death, and what
happened since the death.
Grieving the child's death is a way to continue being the child's parent and to
continue fulfilling the responsibilities and obligations of being a parent (Brice, 1991).
Even after death, the elder stays connected to the child. To the elder the child still has an
importance in the world. The adult child's death does not end the interconnectedness a
parent has with a child (Klass, 1996). The elder recalls past events in a different light.
The adult child's death has permanently changed the elder's present and future life. The
eider's life has changed and things are not the same way as they were before the death.
The death of an adult child is not something 'to get over," but a part of the elder parent
forever.
The unique contribution of this research has been the rich description of a life
altering experience. For an elder, the death of an adult child is an enormously significant
experience. The participants revealed that they thought about it repeatedly and at length.
Interview techniques from qualitative research have allowed personal expression and a
better understanding of the experience. The challenge now is to answer other questions
regarding elder bereavement.
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Explanation of Bereavement Research Study
You are invited to participate in the Bereavement Research Study. The
purpose of this study is to learn more about an eider's experience after the death of
an adult child. The study is being conducted in your home or another convenient
location of your choosing. The researcher is a nurse practitioner who is working on
her PhD in nursing at the University of Tennessee in Knoxville.
If you have any questions, comments, or concerns about the Bereavement
Research Study, you may call the investigator (Diane Weed) at her office
(256.824.2449) and leave your name and phone number for her to call you back.
If you agree to participate in this study, you will be asked to participate in an
interview. It will probably take you 60-90 minutes. You can have as much or as little
time as you want.
If you agree to participate in the study, your interview will be safeguarded in
the following manner: The typed interview transcripts and consent forms will be
kept locked in a special cabinet. Your identity will be kept confidential.
Your participation is entirely voluntary. Refusal to participate will involve
no penalty to you. You may discontinue your participation at any time. Your
participation involves the following possible risks: You may have some
uncomfortable feelings or feel some anxiety in participating in the interview.
The interview may make you more aware of your feelings and you may gain
insight into these feelings and into your grief experiences. You may feel good about
being listened to at this point in your grief. Your responses will help provide
information and understanding about eider's grief experiences after the death of an
adult child and it will be useful to healthcare workers who care for elders.
You may keep this copy of the verbal explanation Bereavement Research
Study. Thank you for your time and consideration.
Diane Weed, FNP
Research Investigator
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Informed Consent Form
Bereavement Research Study
You are invited to participate in a research study involving elders that have
experienced the death of an adult child. The purpose of this research study is to
develop an understanding of the meaning of the experience of an elder after the
death of an adult child.
INFORMATION ABOUT PARTICIPANTS' INVOLVEMENT IN THE STUDY
The researcher will interview you about the experience of the death of your adult
child. The researcher will ask you about your experiences, thoughts, and feelings
associated with the death of your adult child. Other questions may follow depending
on what you share. The interview will be audiotaped in order to use your exact words
to compare with words of other participants in the study. Your name will not be on
the tape. Your comments cannot be connected to you in any way. Field notes will
made and kept correlated with the taped interviews. The tapes will be destroyed after
they are transcribed. The amount of time required for the interview will vary from
60-90mminutes at a time.
It may take a few times to get everything out, so she may be coming more than
once. You do not have to take part in this research, and if you do, you don't have to
talk about things you don't want to talk about and you can pull out at any time.
Being or not being in this study is completely voluntary.
Your name will be known only to the researcher. The names will be omitted from the
typed interviews. You will be given a typed copy of the conversations if you want.
Some of the participants may be asked to volunteer to review the findings of the
study. The study findings will be provided for you to read. Their thoughts and
feelings concerning the findings of the study and how you feel about the experience
will be discussed with the researcher.
RISKS
The only foreseeable risks is that talking about this may be painful or upsetting.
Telephone numbers of agencies that can help will be provided.
If at anytime during the interview you decide you no longer want to be in the study
you may stop and the tape will be destroyed.
BENEFITS
What the researcher learns from this study may help other elders who are going
through the same thing and it may make some difference in how healthcare workers
help elders after the death of an adult child.

Talking about this experience may be helpful. You may benefit from having someone to
discuss your experience with and from insights gained as a result of discussion ..
CONFIDENTIALITY
The information in the study records will be kept confidential. Data will be stored
securely and will be made available only to persons conducting the study. No
reference will be made in oral or written reports which could link participants to the
study.
Participant's initials _____
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COMPENSATION

You will not being paid to be in this study. You will receive a gift basket for agreeing to
participate in this study.
CONTACT INFORMATION

Ifyou have questions at any time about the study or the procedures, (or you experience
adverse effects as a result ofparticipating in this study,) you may contact the researcher,
Diane Weed, at 335 Nursing Building at the University ofAlabama in Huntsville, and
256-824-2449. Ifyou have questions about your rights as a participant, contact Research
Compliance _Services of the Office of Research at (865) 974-3466.
PARTICIPATION

Your participation in this study is voluntary; you may decline to participate without
penalty. Ifyou decide to participate, you may withdraw from the study at anytime
without penalty and without loss ofbenefits to which you are otherwise entitled. Ifyou
withdraw from the study before data collection is completed you data will be returned to
you or destroyed.

consent
I have read the above information. I have received a copy of this form. I agree to
participate in this study.
Participant's signature ______________ Date _____

Investigator's signature ______________ Date _____
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